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The great majority of all diseases of the 
human race are caused by microbes; and 
in fact, our entire life is, in a sense, an un- 
ceasing struggle of our bodies against the 
inroad of germs. For thirt yyears or 
more our medical thoughts and actions 
have been governed by the idea of attack- 
ing disease by “specific” means, such as 
vaccines, etc., whereby a direct and selec- 
tive effect was exerted upon the bacteria. 
This plan has worked exceedingly well in 
diphtheria and typhoid, in syphilis and 
many other ills; but in an even larger num- 
ber of diseases the results of specific 
therapy have been either wholly disappoint- 
ing or, to say the least, uncertain. 

NONSPECIFIC FROTEIN THERAPY. 

Fortunately, it was discovered more or 
less accidentally that various proteins, if 
injected subcutaneously, intramuscularly or 
intravenously, often exerted a decidedly 
beneficial effect in many infections even 
though there was in no case any relation 
whatever between these agents and the 
causative bacteria. These clinical observa- 
tions which soon were supplemented and 
confirmed by laboratory investigations and 
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experimental studies, crystalized themselves 
into a definite form of treatment to which 
the term “non-specific protein therapy” was 
applied. Though this novel method has 
been in existence less than ten years, it has 
already established for itself a legitimate 
place in almost every branch of practical 
medicine; and medical literature contains 
numerous reports of successful treatment 
of pneumonia and typhoid, of eye and skin 
diseases, of arthritis and a host of other 
ailments. 


One need not be particularly sceptical to 
inquire how it is possible that one remedy 
or one form of treatment can accomplish 
equally good results in so many different 
diseases. 


To give an answer to such a question, 
we must go back to fundamental concep- 
tions and realize that recovery from any 
disease takes place, in its last analysis, in 
the diseased cell itself. Here is the battle 
ground where the ultimate outcome of any 
infection is decided, If the attacking 
microbes are too strong, the affected cells 
will die quickly; and it will largely depend 
on the nature of these microbes whether or 
not the rest of the body will be in danger. 
If, on the other hand, the physico-chemical 
properties with which all living tissue is en- 
dowed and which constitute its natural 
means of defense, are sufficient to hold 
the invaders in check or to overcome them, 
restitution will take place; to be precise, 
some of the affected cells will succumb, 
but the surrounding cells form an impas- 
sable barrier against further progress of 
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the infection. Thus does recovery from 
pneumonia, from typhoid, in fact, from 
any infectious disease take place. 


What we physicians accomplish in our 
treatment of disease consists largely in 
aiding the diseased cells to rid themselves 
of their enemies, in removing unnecessary 
obstacles and handicaps, in preventing 
breakdowns in other parts of the compli- 
cated and delicate machinery of the organ- 
ism—in one word, in stimulating the 
natural defensive apparatus of the body. 
From time immemorial we have tried to 
do all this, more or less unconsciously, by 
means of drugs and other medicines. I say 
“unconsciously”, because this aspect of 
medicinal treatment as a support of the 
weakening body cells is only of very mod- 
ern origin. 


More recently, however, the idea of 
stimulation has found a more deliberate 
expression in the growing employment of 
certain physico-chemical forms of treat- 
ment such as heliotherapy, hydrotherapy, 
and electrotherapy. Surely, the encapsula- 
tion of tuberculous foci in the lungs as the 
result of sunlight and air, the limitation of 
an abscess under moist compresses, the 
absorption of an exudate in an inflamed 
joint by means of diathermy can only be 
interpreted as examples of successful stimu- 
lation of affected body cells. 


Of vastly greater stimulating effect than 
any of the procedures just mentioned, is 
the protein therapy. And further, this pro- 
tein stimulation is not only more intensive 
but also more extensive and affects the 
entire body. From very recent researches 
it seems fairly probable that this “omni- 
cellular” effect is transmitted by way of 
the sympathetic nervous system. However, 
while the stimulating impetus is carried 
throughout the organism, the response to 
stimulation is not the same in all parts 
of the body. Healthy cells are least, 
diseased or weakened cells are most stimu- 
lated. This behavior is by no means para- 
doxical because we have learned from the 
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physiologists that abnormal cells as long 
as they are not damaged beyond repair, 
react to any form of stimulation much more 
promptly than do normal cells. 


To those cells, then, which are engaged 
in warfare against bacteria, the new and 
powerful stimulation of a protein injection 
does what the whip does to the tired horse 
—it causes a last, determined effort. 


EFFECT OF PROTEIN INJECTIONS ON THE 


BODY CELLS. 


This final effort is represented by sev- 
eral important biological phenomena: The 
nucleus which was near dissolution, re- 
gains shape and size; the protoplasm re- 
covers its phagocytic quality which was 
about exhausted; the intracellular and in- 
ter-cellular metabolism is increased, and 
with the acceleration of the chemical re- 
actions within the cells, antibodies and fer- 
ments are poured out which weaken or 
neutralize the bacterial toxins; and, finally, 
there is a greater permeability of the vessel 
walls whereby inflammatory exudates are 
more readily absorbed. The whole process § 
has aptly been described as “plasma activa- 
tion.” 


All this we know from histological and F 
bio-chemical studies, but there are also out- 
ward and visible proofs of plasma activa- f 
tion. 


The first effect of the protein injection J 
manifests itself, within a few hours, in the 
form of the so-called general reaction. 
There is usually a chill followed by a rise 
in temperature which may reach as high f 
as 105° F. In some cases there may be only f 
drowsiness, increased perspiration, or slight 
nausea. After intravenous injections the 
general reaction is always more intense 
than after either intramuscular or subcu- 
taneous injections. The fever subsides inf 
from 12 to 24 hours and gives way to 4 
feeling of intensified well being which is 
noticed by the patients in practically every 
instance and grows even more pronounced 
during the course of treatment. Appetite 
and sleep improve, and the depression of 
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general malaise disappears. The rise in tem- 
perature is regularly accompanied by an 
increase of leucocytes; 20,000 to 25,000 are 
by no means exceptional figures, at least 
after the first one or two injections. This 


hyperleucocytosis fades away within two 
or three days, to reappear, in milder forms, 
after each subsequent injection. 


In addition to this obvious response of 
the whole organism, there is also a “focal” 
reaction at the site of the inflammation. 
In superficial infections we plainly see a 
transitory increase in swelling and redness, 
and by analogy we may assume that also 
foci hidden in the depth of the body be- 
come more swollen and reddened. This ex- 
plains why in some cases of pyosalpinx, for 
instance, the first few injections are fol- 
lowed by increased, but transient tender- 
ness—not at the site of the injection, but 
within the pelvic or abdominal cavity. On 
the whole, however, the “focal” reaction is 
insignificant, and both focal and general 
reactions, as a rule, diminish in intensity 
as the infection loses its hold. 


Of course, plasma can only be activated 
if there is still a modicum of regenerative 
power left in the affected tissues. The du- 
ration of the infection, therefore, will have 
a bearing on the influence of protein stimu- 
lation; and practical experience has, in 
fact, demonstrated that favorable results 
are more likely to occur, the earlier in the 
course of the disease protein injections are 
administered. 


MILK INJECTIONS. 


The number of proteins which have been 
used for clinical and experimental purposes, 
is quite large. In actual practice only a few 
substances need be considered; of these 
milk has become most popular since 1916 
when Robert Schmidt, of Prague, intro- 
duced it into medicine. He preferred it to 
other proteins because, as he said, it was 
available even in the remotest village and 
its producer, the organism of the cow, 
seemed to him as reliable as any pharma- 
ceutical laboratory. 
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We have followed the original procedure 
of Schmidt for more than three years, and 
only recently modified it according to the 
suggestion of Graves, of Roanoke. 


The technique is now, as follows: Ordi- 
nary household milk is rendered fat-free by 
centrifugation and boiled in test tubes in 
a water bath for 10 minutes in such a man- 
ner that the test tubes do not touch the 
bottom of the vessel. By first sterilizing 
the centrifuge tubes and _ test tubes the 
probability of imperfect sterilization of the 
milk is averted. The milk is then drawn 
through a long needle into a syringe both 
of which, of course, must be sterile. If the 
services of a laboratory are available, the 
fat-free milk may be rendered sterile by 
pasteurization for one hour at 80° C. on six 
successive days. Or else, pharmaceutical 
milk preparations which are marketed in 
sterile ampoules and under various trade 
names (aolan, etc.) may be used. 


The milk is injected into the upper por- 
tions of the buttocks under the usual anti- 
septic precautions. Local irritation denotes 
insufficient disinfection of the skin. If the 
injection is made slowly and through a 
long, thin, and sharp needle, it is painless 
or practically so. Absorption is speedy and 
we have never observed an abscess in the 
thousands of injections we have made. 


The initial dose is 5 cc., the standard dose 
10 cc. which is reached with the second or 
third injection and then maintained 
throughout the course of treatment. In 
very feeble patients, the first dose may be 
as low as 3 cc. and is increased only cau- 
tiously. 


The interval between injections is from 
3 to 5 days, in indolent patients occasionally 
only 2 days. We are guided herein largely 
by the clinical aspect of the case and the 
leucocyte count. When the latter has re- 
ceded sufficiently from its peak, new stimu- 
lation is in order. To prevent misunder- 
standing, the first injection is given no 
matter how high the original count was. 
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The “general” reaction sets in about six 
hours after injection. It used to be rather 
stormy in many instances, but since the 
employment of fat-free milk it has greatly 
abated, and chills and elevations of tem- 
perature are, as a rule, but slight, though 
hardly ever totally absent. In the course 
of treatment, the general reaction becomes 
progressively less pronounced and requires 
very careful clinical observation to be de- 
tected. Anaphylactic shock need not be 
feared. Only three cases of this kind have 
been reported in the literature of the world. 
It is possible that in these cases the fluid 
was injected unintentionally into a vein; 
and it is good practice to make sure that 
the needle has not punctured a vessel by 
first drawing up the piston. 


“Focal” reactions have been very infre- 
quent in my experience. When present, they 
disappear after the next few injections. 


The treatment requires no hospitalization 
unless the condition of the patient demands 
it. In mild cases the injections are given 
at the office or in the clinic, but the patient 
is warned to expect a chill and to keep to 
her bed if necessary. 


It may not be amiss to state here, that 
other tried measures of general or local 
cell stimulation are not discarded, and that 
very often the best results are achieved by 
a combination of these with protein therapy. 


MILK INJECTIONS IN GYNECOLOGY. 


Of the various infectious diseases of the 
female genitals, gonorrhea, or to be more 
exact, gonorrhea of the tubes, is the one 
which responds most readily to protein in- 
jections. This is all the more gratifying 
because the treatment of ascending gonorr- 
hea, on the whole, is very unsatisfactory. 
That in very exceptional cases, prolonged 
rest in bed combined with conservative an- 
tiphlogistic measures may bring about a 
cure, cannot well be doubted; but how in- 
finitesimal this chance is, may be inferred 
from the immense number of operations 
which are performed daily or pyosalpinx 
or its sequellae. Surgical treatment, again, 
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offers relief only under certain conditions. 
I cannot discuss the entire evolution of sur- 
gery in gonorrhea of the appendages, be- 
cause that would lead me too far afield. 
But this much must be said here that the 
removal of one or even both tubes has not 
solved the problem, and that only the com- 
plete extirpation of both uterus and adnexa, 
in the vast majority of cases, cures the 
patient. Unfortunately, this radical pro- 
cedure unsexes her at the same time, and 
as most of these patients are young girls or 
women, the prices they have to pay for re- 
lief, seems staggeringly high. 


It was, therefore, a source of greatest 
satisfaction to me when, by personal ob- 
servation, I found the claims of foreign 
writers confirmed, that ascending gonorr- 
hea is often amenable to protein therapy. 
The usual sequence of events in such cases 
is almost from the start, a decided sub- 
jective improvement which, after two or 
three injections, results in complete sur- 
cease of pain. The occasional occurrence 
of a focal reaction with an initial increase 
of tenderness has already been mentioned. 
Objective improvement is hardly ever de- 
layed until after the fourth injection. Ex- 
cept in cases of very long standing, tubal 
tumors diminish in size and often disappear 
completely. Exudates, even those of great 
dimensions, may vanish without a trace, 
though in some cases insignificant thicken- 
ings may remain. The earlier in the course 
of the disease the treatment is begun, the 
more rapid and complete success is likely 
to be. At times even tumors of long stand- 
ing respond with surprising rapidity. I 
have seen stone-hard exudates which ce- 
mented the entire pelvis and obliterated all 
landmarks, melt away after half a dozen in- 
jections so that the thickened, but now in- 
dolent tubes could be mapped out. In one 
instance, the tubes which originally had the 
size of cucumbers, were found soft and 
patulous on laparotomy two months after 
treatment. This, to be sure, may happen 
after the ordinary treatment, but certainly 
not as quickly nor as often as after protein 
therapy; for I know of another case of the 
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same kind in the practice of a friend of 
mine. Combination with the older and 
tested means of treatment such as rest, 
heat externally and internally, glycerine 
tampons, etc., will serve to hasten results. 


I wish I could submit statistics as to the 
frequency of cure; but after the first 30 
cases separate records were no longer kept. 
By that time I had satisfied myself that 
tubal gonorrhea could actually be cured 
with milk injections, and since then all 
patients with tubal involvement were sub- 
jected to this treatment. If not relieved, 
these women could still be operated upon; 
but it may be stated that in the hospitals 
under my control, operations for pysoalpinx 
have become as infrequent as they used to 
be numerous in former years. Instead, 
such patients are now injected in the clinic, 
and they are usually lost sight of, when they 
feel relieved and able to work again. This 
instability of clinical patients makes ac- 
curate statistics so impractical. It may be 
that some such patients drift into other 
hands and undergo operation later. In 
private patients, however, supervision is, 
as a rule, easier and more complete, and 
for these I can vouch for definite cure in a 
number of cases. Or, if there was no com- 
plete disappearance of the tubal tumors, 
there was at least a condition which, as far 
as well-being and ability to work was con- 
cerned, amounted to a cure. In one case 
there was, after six months, a return of 
tubal swelling and exudate which again 
yielded to milk injection, and since this 
patient has been protected from reinfection 
by her widowhood, the cure has now lasted 
for several years. 


I am very far from claiming that every 
patient with ascending gonorrhea can be 
cured, for I myself have observed a num- 
ber of refractory cases, but I feel very 
strongly that protein therapy should be 
tried in every instance, as it, in no wise, 
compromises later operation. 


Gonorrhea] bartholinitis is, likewise, fav- 
orably influenced by milk injections. In 
several cases of this sort the swelling of 


the gland which had not yet assumed ex- 
tensive proportions, subsided promptly 
after two or three injections. In one in- 
stance, the inflammation recurred in preg- 
nancy but could be kept in bounds by in- 
jecting small quantities around the peri- 


phery of the swelling. On the other hand, 
I have under my care at this moment a 
young woman with subacute gonorrhea and 
an abundance of typical gonococci in both 
the urethral and cervical discharges, in 
whom milk injections could not forestall 
the appearance of a large bartholinian 
abscess which required incision and 
drainage. 


Such failures merely indicate to my 
mind the limitations of the new treatment, 
a fact which should curb an injudicial 
over-enthusiasm. Even at this early stage 
of our knowledge it has become apparent, 
that not all parts of the genital tract are 
equally benefited by protein therapy. The 
ovaries, for instance, seem to be entirely 
unresponsive. Bladder and uterine body 
respond more readily, while the infection 
in Skene’s ducts and the glands of the cer- 
vix, as a rule, remains uninfluenced. Only 
in two cases of frank gonorrhea have I 
seen the infection of the cervix clear up 
completely after milk injections alone; in 
all other cases, additional local treatment 
was needed. 


Of other, non-gonorrheal affections, 
genital and peritoneal tuberculosis is 
claimed by continental writers to yield to 
protein therapy. I have no personal ex- 
perience on the subject and would attempt 
milk injections only after I had made sure 
that the lungs were clear lest the treat- 
ment would cause quiescent foci in that 
locality to flare up. 


In one case of large pyometra following 
radium treatment for inoperable cancer of 
the cervix, and in another of lochiometra 
after cesarean section with excessive fever, 
I have seen results from milk injections 
so prompt and convincing that coincidence 
might well be excluded. 
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I have observed the complete disap- 
pearance of two large pelvic abscesses 
after five and eight milk injections, re- 
spectively. One case resulted from an 
attempted abortion with slippery elm tents; 
the other occurred after perforation dur- 
ing curettage. In both instances, there was 
hyperpyrexia and hyperleucocytosis, se- 
vere peritoneal reaction, and a fluctuating 
tumor which extended almost to the um- 
bilicus above and bulged deeply into the 
posterior fornix below. I refrained, in 
these two cases, from the logical treat- 
ment, namely, incision and drainage, 
merely to test the then new method of 
protein therapy, and I was immensely 
gratified by the signal success achieved. 
Of course, this does not mean that the sur- 
gical emptying of an abscess is now 
obsolete. 


As a general proposition, however, it 
may be stated that in all gynecological 
diseases of bacterial origin a trial with 
milk injections might well precede any 
surgical treatment. Even if no cure re- 
sults, there can be no harm from it; on 
the contrary, the general condition of the 
patient is bound to be benefited. 


MILK INJECTIONS IN OBSTETRICS. 


This applies, with equal force, to the use 
of protein therapy in the realm of ob- 
stetrics. Is it necessary to point out how 
peculiarly helpless we are in the treatment 
of the various forms of puerperal infec- 
tions? There we have no reliable specific 
therapy at our disposal, and our only hope 
lies in the natural power of resistance of 
the organism, in the ability of the infected 
cells to defend themselves. How often 
this natural resistance fails is expressed 
in the thousands of women who die every 
year from childbed fever; how often it is 
insufficient, becomes manifest in the vastly 
greater number of women whose life-long 
ills were caused by a puerperal infection. 
It is not to be expected that this mortality 
and morbidity can ever be wiped out by 
any remedial agent, but it may be hoped 
that their percentage can be reduced if by 
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proper cell stimulation at the right time, 
the weakened organism receives support 
which may help to turn the tide of battle. 
The logical conclusion, therefore, is to 
begin the protein therapy as early as pos- 
sible and, if feasible, to commence injec- 
tions in any and every puerpera as soon 
as fever occurs. It is needless to say that 
many a feverish patient might be treated 
unnecessarily for we know very well that 
a rise of temperature often occurs with- 
out tangible cause and subsides sponta- 
neously after a short while. The new 
blood sedimentation test, may, perhaps, 
forewarn us in time, but on the whole we 
are unable to foretell future developments 
in a case of fever after childbirth; and so 
long as this uncertainty exists, a little 
extra caution is surely not out of place 
and far from being meddlesome. Several 
writers have even gone so far as to inject 
proteins prophylactically in all cases where 
a febrile puerperium might be expected 
from the nature of the confinement. Per- 
sonally, I have every reason to value the 
effect of milk injections in all puerperal 
infections, mild or severe; and an occa- 
sional disappointment has not been able to 
shake my conviction. One only needs steer 
a middle course between the two extremes 
of boundless enthusiasm and sceptical nihil- 
ism to realize that complete exhaustion of 
the infected organism prevents response 
to any stimulation, and that dead or dying 
cells are incapable of any restitution. 


Neither should one restrict the treat- 
ment of puerperal infection necessarily to 
this one new form of plasma activation, 
but other means of stimulation such as 
sunlight, fresh air, alcohol, strengthening 
food, ete., should also be employed. 


Of other febrile complications in the 
puerperium, I have seen very prompt relief 
by milk injections in several cases of pyeli- 
tis. In three cases of mammary abscess 
milk injections were made after incision 
and drainage, and I had the distinct im- 
pression that the extensive cavities cleared 
and filled up much more quickly than 
usual, 














CONTRAINDICATIONS. 


No remedy and no treatment is appli- 
cable in every patient. Protein therapy is 
strictly contraindicated in cardiac decom- 
pensation, diabetes, and alcoholism, per- 
haps also in pregnancy though sufficient 
evidence is not yet available. In quiescent 
pulmonary tuberculosis I would hesitate to 
use protein injections lest the pathologic 
process be made to flare up. Petersen, of 
Chicago, whose name cannot be omitted in 
any discussion on protein therapy, enjoins 
great caution where there is a history of 
on the part of the 


patient (serum sickness, asthma, urticaria, 
angioneurotic edema) or of epilepsy or 
other grave nervous instability. Most im- 
portant, however, are the state of the dis- 
ease and the condition of the patient. It 
cannot be said too often that in an ad- 
vanced stage of an infection protein 
stimulation is unable to revive hopelessly 
damaged cells, and that, if applied in an 
utterly exhausted patient, it may even 
hasten the end. 


hypersensitiveness 


Lack of personal experience prevents me 
from expressing an opinion on proteins 
other than milk, but various writers have 
reported encouraging results with whole 
blood, different kinds of sera and vaccines, 
casein, ete. 


OUTLOOK. 


The foregoing remarks have barely been 
more than a preliminary report. There is 
work for all of us to do in developing the 
latent possibilities of this new mode of at- 
tack on disease. Milk has seemed highly 
satisfactory; but there is no gainsaying 
that another protein substance might not 
be better in this or that type of infection. 
Nor is it at all unlikely that one substance 
might be found to be more efficacious in 
the beginning of the treatment and another 
later on. The dosage is still rather arbi- 
trary and influenced by that curious sub- 
servience to the magic of numbers (5 cc., 
10 c.c) to which we habitually pay so much 
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attention; a greater refinement in deter- 
mining the dose might well be expected in 
the future. Mistakes in the proper selec- 
tion of cases for protein therapy will un- 
doubtedly grow less frequent with increas- 
ing experience. One will be careful not to 
subject any and every case to this treat- 
ment, merely because little harm can come 
from it; and, even more important, one 
will be cautious not to bring discredit upon 
a valuable procedure by resorting to it in 
terminal stages of a severe infection or in 
patients who already are past the chance 
of recovery. 


The conquest of disease by plasma ac- 
tivation opens up a veritable new land that 
we may explore with the optimism of hope 
and enthusiasm. Failures there are and 
will always be; but have failures ever de- 
terred a true explorer? 


SUMMARY. 


1. Nonspecific therapy of inflammatory 
diseases consists of the subcutaneous, in- 
travenous or intramuscular injection of 
protein substances which are in no wise re- 
lated to the causative bacteria. 


2. Protein substances, thus introduced 
“parenterally”, have the faculty of activat- 
ing the protoplasm of all cells in the body 
and, particularly, of those cells which are 
eugaged in warfare against the invading 
microbes. 


8. This plasma activation serves to 
mobilize the natural defensive powers of 
the organism and to overcome the in- 
fection. 


4. Of the various protein substances 
recommended, milk is most easily available 
and at the same time highly efficacious. 


5. The method of sterilization, the mode 
of administration, and the proper dosage 
are described in detail in the foregoing. 


6. In the field of gynecology, gonorrheal 
infection of the tubes and Bartholin’s 
glands is most often amenable to protein 
therapy; in other locations of the infection 
the therapeutic result is less conspicuous. 
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7. Non-gonorrheal inflammations of the 


genital tract are also often cured by this 
treatment. 


8. In the realm of obstetrics, puerperal 
infections, even of severe degree, frequently 
yield to nonspecific therapy with surprising 
rapidity. 


9. In spite of its wide applicability, 
there are definite contraindications to pro- 
tein therapy. 


10. The new method is still in its earlier 
stages and capable of further development. 


DISCUSSION. 


Dr, H. W. Kostmayer (New Orleans): I listened 
with a great deal of interest to Dr. Gellhorn’s 
paper which, he says, opens up a small field of 
study—but it strikes me he has opened up quite 
a large and interesting field of thought, and I shall 
endeavor to try and work out this method in the 
future. 


Gonorrhea of the female tubes has always 
struck me as a particularly hopeless situation. In 
fact, I can recall so few instances in my experi- 
ence where gonnorrhea of the female tract has re- 
sulted in anything but loss of tubes, at least, that 
it pleases me beyond expression to know that there 
is something that we can hope to have relieve this 
sitution. The loss of the tubes themselves is bad 
enough but it frequently follows that not only the 
tubes are sacrificed but complete unsexing of the 
individual is necessary. 


And so, as I have stated, I am going into this 
method with a great deal of enthusiasm. The re- 
sults as reported by Dr. Gellhorn are striking—so 
striking with a new method that in time we can 
expect great improvement in our technique, as 
well as in results. 


Dr. W. A. Reed (New Orleans): I have been 
using milk for about two years in the treatment 
of gonorrhea, not only in the female, but in the 
male. The preparations I have used have been of 
the proprietary preparations put on the market 
under the names of “Lactigen,” “Aolan,” etc., and 
I believe I am correct in stating that my results 
seem to have been good, and maybe better, than 
with the use of vaccines, 


One thing which I have found in the use of milk 
has been the frequent immediate relief from pain 
in cases of epididymitis especially in cases one 
sees in the office, and suffering intensely. Almost 
immediate relief frequently results if given intra- 
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dermally. The dose is small, 2 c. c. being the 
average dose given intradermally, in two or three 
weeks. I have seen patients come into the office 
in excruciating pain and hardly able to walk, and 
after this treatment able to walk out comfortably. 
The relief is sometimes permanent, and at other 
times they are relieved for 8 or 10 hours, after 
which they receive another injection of milk. 


The intra-muscular use of it: I have not had 
enough cases to say whether better results are 
effected than from vaccines. The milk injections 
intradermally have given good results and I shall 
continue to use it as long as it is effective. 


Dr. C. Jeff Miller (New Orleans): I should 
like to ask Dr. Gellhorn whether he has found the 
milk injections of more value in the acute or the 
chronic cases. Also in cases which were subse- 
quently operated upon, was the pelvic pathology 
found different in any way from cases which had 
not been treated by this measure? 


I should also like to know what ingredient of 
the milk he considers causes the reaction and the 
favorable changes in the patient’s condition. 
There has been considerable discussion on this 
point, because milk is such a complex solution that 
no conclusion has been reached as to what really 
is the potent agent. Does the casein cause the 
favorable result, or is it the dead bacteria? 


Dr. A. Mattes (New Orleans): I can reinforce 
the statement made by Dr. Reed relative to the 
value of milk injection in gonorrhea in the male. 
I have found this treatment effective in fulminat- 
ing acute infections of the prostate and in polyar- 
thritis, and gonorrhoeal rheumatism, as well as 
epididymitis. It has proven of value, in addition 
to the use of other measures commonly employed. 


Dr. E. L. King (New Orleans): I would like 
to ask Dr. Gellhorn about the use of milk injec- 
tion in the care of blood stream infections in puer- 


peral cases, e. g., streptococcal infection with no 
local lesions, 


Dr. Ludo von Meysenbug (New Orleans): I 
would like to ask Dr. Gellhorn if he has noted 
whether or not these patients were sensitized to 
milk, so that they could not drink it later on? 


Dr. George Gellhorn (St. Louis), closing: Dr. 
Reed has used milk and vaccines in male and 
female gonorrhea with about equal success. I 
have no personal experience with men, but I have 
found, together with practically all gynecological 
authors, that the results of vaccines in gonorrhea 
of women and children are disappointing. 


Dr. Jeff Miller wanted to know if acute or 
chronic infections are best influenced by milk. 
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Theoretically, one should wait for the probable 
outcome of the fight between the cells and the 
microbes. Perhaps, there might be no need for 
help. But in gonorrhea the outcome is all too 
certain: the gonococci will win out in every case. 
There is, therefore, no reason to wait until the 
acute stage has passed. In fact, I believe this to 
be the best course in all severe infections, all 
theory to the contrary notwithstanding. The clin- 
ical observation can not be argued away that, the 
earlier treatment is begun, the better are the 
results, 


I do not know which particular constituent of 
milk is the decisive, stimulating factor. It has 
been claimed that casein performs this particular 
service. The great disadvantage of casein, to my 
mind, is that it has to be injected intravenously, 
that reactions after each injection are very severe, 
and that instances of serious anaphylactic shock 
have been observed. Whole milk, on the other 
hand, may be somewhat of a shotgun mixture, 
containing, as it does, a number of substances, but 
it seems to work well and apparently even better 
than some of the pharmaceutical products. I have 
never believed that the intensity of the general 
reaction had any relation to the final result, and, 
in fact, since we have been using fat-free milk, 
we have gotten away from high temperatures and 
severe chills and, yet, our results are as good as 
before. . 


Dr. Hilliard Miller mentioned adhesions, These 
are not influenced by protein therapy. You may 
be able to prevent them by instituting treatment 
at any early stage, but after they are once formed, 
milk injections, I think, will not remedy them. 
This is the reason why I had to operate on the 
two cases which I mentioned in my paper. In 
one of these cases, the entire pelvis was 
“cemented” by a massive exudate within which no 
landmarks and no organs could be outlined. Of 
course, such an exudate can only be the sequel of 
diseased tubes. After two months of protein and 
absorbent treatment, the pelvis was entirely clean 
but the uterus was still in fixed retroflexion, and 
operation proved the softness and patency of the 
tubes, 


Let me, however, emphasize again the fact that 
there are also failures, and stress the point that 
protein therapy is not a panacea. 


Dr. King mentioned blood stream infection. 
Some twenty years ago it was suggested to in- 
ject weak formalin solutions intravenously, and 
more recently mercurochrome and other antiseptic 
substances have been recommended. I believe 
that the conception of thus killing bacteria in the 
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circulating blood, is fundamentally wrong. 
antiseptic used is strong enough to kill the bac- 


teria, it will also kill the patient. To my mind, 
the success of mercurochrome, in its last analysis, 
is nothing but cell stimulation, and you should be 
able to accomplish the same result with milk in- 
jections or blood transfusions, or some other pro- 
tein substance which is less poisonous than any 
antiseptic solution. 


I have not yet observed conception following 
milk injections for pelvic infections, but I believe 
that a few cases have been reported in Germany. 


Dr. von Meysenbug brought up the interesting 
question of possible aversion to milk by mouth 
after parenteral milk injections. The thought was 
new to me and I do not think that I have seen it 
mentioned anywhere; but I shall certainly pay 
attention to this point. 


In closing, let me say how much I have en- 
joyed the privilege of being with you, and how 
much I appreciate the kind words of your Presi- 
dent, the generous discussion, and your hospitable 
reception, 





THE CONSERVATIVE TREATMENT 
OF PUERPERAL INFECTION.* 
C. JEFF MILLER, M. D., 


NEW ORLEANS. 


I realize that in bringing before you to- 
night the question of puerperal infection I 
am presenting a hackneyed theme, but I 
make no apology for my choice of subject; 
at one time or another we all of us, sur- 
geons, medical men and pathologists, as 
well as obstetricians, have run foul of it, 
and also I know of no condition whose 
pathology is more hazy and concerning 
whose treatment such differences of opinion 
exist. 

In view of the fact that it is generally 
claimed, at least by the individual practi- 
tioner, that the principles of aseptic and 
antiseptic midwifery are rigidly applied 
today, it would seem that the mortality and 
morbidity resulting from abortions and 
full term labors would be materially re- 

*Read before the Orleans Parish Medical So- 
ciety, November 28rd, 1925. 
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duced, but a review of statistics will at 
once reveal that this is very far from being 
the case. We have improved our results 
along many lines, and of course we no 
longer see epidemics of childbed fever or 
other gross manifestations of indifference 
to the cardinal principles of asepsis, but the 
puerperal woman still furnishes a most dis- 
tressing morbidity and mortality. 


The tragic feature of this situation is 
that it is almost entirely preventable. In 
the face of the occasional case, delivered by 
a skilled accoucheur, in a well equipped in- 
stitution, according to the most approved 
methods and with every possible precau- 
tion, which still develops infection and even 
terminates fatally, I would not dare to 
affirm that every case of puerperal sepsis 
could be avoided. On the other hand, I 
need not point out to you that prophylactic 
measures give the best results and that the 
most successful treatment for puerperal 
infection, so to speak, is its prevention, 
which in the ordinary case can easily be 
achieved by a strict asepsis and careful 
technique. To name only a few simple 
precautions which will aid in keeping down 
the number of infections following delivery, 
I would list these: strict attention to exist- 
ing intercurrent diseases or pre-existing 
infections of the genital tract, notably 
chronic leukorrheas, as well as foci of in- 
fection elsewhere in the body; avoiding 
traumatism of the tissues by rough manip- 
ulations; the substitution of rectal or ex- 
ternal examinations for internal ones; pre- 
servation of the membranes intact as long 
as possible; the employment of forceps, 
version and other operative measures only 
on the strictest indications; no douching 
during labor; normal, physiological separ- 
ation of the placenta, with manual extrac- 
tion done only in the presence of active 
hemorrhage; immediate repair of lacera- 
tions. If these points are borne in mind 
the number of infections, as I have said, 
will certainly be materially reduced. It is 
not my intention, however, to dwell on this 
phase of the subject, important though it 
be; what I wish to consider is the treat- 


ment of puerperal infection when it does 
occur, as it unfortunately will until the 
medical millenium arrives. 


The etiology and pathology of puerperal 
sepsis are not within the province of this 
paper, but a few facts may well be em- 
phasized upon which the rationale of our 
treatment is largely based. The new con- 
ception of puerperal infection, in the first 
place, is that it is a true wound infection, 
which is primarily a local process, and 
which differs from infections elsewhere in 
the body only in the predominance of cer- 
tain types of bacteria and in the fact that 
larger areas are likely to be involved be- 
cause the extensive vascular system and 
the numerous lymph channels of the pelvis 
take up and disseminate the process. 


Blood stream infection is always at some 
stage a local process, extension of which 
may take place by simple continuity of 
tissue, by the lymphatics, or by the veins, 
with results which vary all the way from 
a simple involvement of the uterine mucosa 
to a true blood stream infection. The 
clinical manifestations are frequently the 
same for widely different types of infec- 
tion, but as a general rule we may say that 
the less virulent organisms are inclined to 
produce purely local lesions, while in the 
more serious forms there is usually no local 
lesion to be established by any diagnostic 
method, a fact which should at once create 
the suspicion that grave pathology must be 
dealt with. I might say, too, in this con- 
nection, that the old classification of sapre- 
mia has fallen into rather general disuse, 
for the reason that many of the bacteria 
formerly classed as saprophytic have been 
shown capable of living in the tissues and 
of causing blood stream infections. 


Last of all, and I cannot emphasize this 
point too strongly, any infection of the 
genital tract, no matter what its type, is 
potentially a general systemic infection, 
and injudicious management is perhaps the 
most frequent cause of bringing about this 
untoward result. 
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A word as to our standards of classifi- 


cation. You are all familiar with the type 
of physician who avers that he has never 
had a case of puerperal infection. What 
his criterion is I do not know, but in my 
own service, as in that of any well organ- 
ized clinic, any case which presents a tem- 
perature of over 100.5 for more than 24 
hours is considered puerperal infection un- 
til it is proved otherwise. This may seem 
an unnecessarily arbitrary rule, but unless 
it is strictly observed a high percentage of 
morbidity will be the inevitable result, and 
extension of the infection on the service is 
a grave possibility. Intercurrent disease 
will prove responsible for possibly 30 per 
cent of the mild temperature elevations. 
In other instances the patients will recover 
spontaneously, with no demonstrable lesion 
at the time, but I have found many times 
in -both my private and hospital work that 
these are the women who eventually pre- 
sent themselves with a history of sub-invo- 
lution, chronic salpingitis, secondary ster- 
ility, or similar allied conditions, most of 
which, I firmly believe, are directly trace- 
able to mild puerperal infections which 
were unrecognized at the time of their 
occurrence. 


Bearing these principles in mind, then, 
what should be the treatment of the defin- 
itely infected case? It should be primarily 
a policy of non-interference. The surgeon 
with a zeal for the knife, the obstetrician 
with a passion for meddling, should not 
undertake to handle puerperal sepsis. I do 
not hesitate to say, given the two alterna- 
tives, that more women have died because 
of active local treatment than because of no 
treatment at all, for in the last analysis the 
woman who recovers from a blood stream 
infection does so by producing her own im- 
munity against it. Our entire treatment, 
therefore, should be based on the idea 
of helping the patient to produce this 
immunity. 


We believe in routine pelvic examina- 
tions at intervals of 2 to 3 days, but we 
are extremely chary about invading the 
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uterine cavity. In fact, if the uterus is 
well contracted and the cervix closed, we 
never invade it, even for the collection of 


secretions for cultures, which, by the way, 
are of more value from a prognostic than 
from a clinical standpoint. If the uterus 
is soft and boggy, the os patulous, with 
portions of placenta and membranes ex- 
truding, or if free bleeding exists, some in- 
terference is necessary, but even here ex- 
cessive caution is the rule. The debris is 
gently removed with the gloved finger or 
occasionally the sponge forceps, or else a 
firm vaginal pack is inserted and supple- 
mented by pituitrin repeated as indicated, 
for I have found this drug a very valuable 
agent in such conditions. Often the cavity 
may be emptied by this method in the 
course of a few hours. 


Free drainage is in practically every case 
secured by such means, with the addition 
of Fowler’s position. We never use rubber 
tubes, we never pack the uterus itself with 
gauze, and we never under any circum- 
stances use the curette on our service. If you 
will recollect what microscopic study of in- 
fected uteri reveals you will see at once the 
folly of such measures. There is first a 
layer of necrotic material, then a zone of leu- 
kocytic infiltration, and underneath these 
the normal structures. Now instrumental 
curettage or other active measures of a like 
nature will remove the debris undoubtedly, 
but will also remove the protective bar- 
riers which nature has set up, and to my 
mind they are always both ill-advised and 
positively dangerous. In fact, DeLee says 
that curettage of the uterus in puerperal 
infection is like raking over a ground 
which you have previously sown with seed. 


Intrauterine irrigations of any sort are 
prohibited for the same reason. Unless 
they are given synchronously with the first 
appearance of the infection, which is man- 
ifestly impossible, they are useless in view 
of the rapidity with which bacteria travel, 
and it has been definitely proven also that 
such methods frequently cause a bacteri- 
emia in the blood stream, which unfortu- 
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nately is not always a temporary affair. 
It is evident, therefore, that if they are 
given for local conditions they may cause 
an extension of the infection and do posi- 
tive harm, while if they are given for 
systemic infections they are obviously use- 
less. Pure alcohol injections by the Carossa 
method, antiseptic solutions and the like 
have the added danger inherent. to their 
composition, and so far as I know they are 
not advised by any authority of note today. 


Blood cultures should be taken at the be- 
ginning of the temperature elevation and 
at its height, and repeated frequently, since 
a single culture, unless positive, proves 
nothing. They are valuable from a prog- 
nostic standpoint, but in my hands the re- 
sults have been disappointing, since posi- 
tive cultures are so seldom obtained, even 
in the face of unmistakable clinical evidence 
of an overwhelming septicemia. 


Surgery in the treatment of these infec- 
tions should be limited by very strict indi- 
cations. Pus collections in the pelvis are 
evacuated either through the vagina or at 
Poupart’s ligament, according to their 
location. Exudates are seldom disturbed, 
though an occasional puncture in the 
selected case may hasten resolution. If 
tubal or ovarian abscesses develop, surgery 
must be done ultimately, but temporizing 
measures should be adopted until the acute 
symptoms subside, as laparotomy, in view 
of the virulent nature of many of these 
bacteria, is a serious and dangerous pro- 
cedure. Hysterectomy is no longer advo- 
cated, and I personally have seen few cases 
in which I considered it justified. If the 
infection is a local affair, the mutilating 
operation is as a usual thing entirely un- 
necessary; if it has become systemic, local 
surgery is useless, and the shock of opera- 
tion and the consequent blood loss often 
taxes the patient’s reserve strength to the 
limit. 

Sera and vaccines have been largely dis- 
appointing. The anti-streptococcic serum, 
when it was first introduced, was hailed as 
a panacea, but it has proved useless except 
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in the occasional case, probably because 
of the many different strains present. It 
must be said for it, however, that it appar- 
ently does no harm, and for this reason its 
use is justifiable if other measures have 
failed. Practically every attempt to de- 
stroy bacteria in the blood stream by 
chemicals has also ended in disappoint- 
ment, for the reason that a solution strong 
enough to destroy the bacteria usually does 
irretrievable damage to the tissues and 
organs also. This is true of them all, mer- 
cury preparations, salvarsan, formalde- 
hyde, colloid silver salts, and the latest to 
be tried, gentian violet and mercurochrome. 
I have had little experience with injections 
of sterile milk, but I believe they are of 
value in the early stages of systemic dis- 
ease, though less useful in the chronic 
types. Dr. E. L. King, my associate in the 
service at Charity Hospital, has been an 
ardent advocate of blood transfusions for 
some years, and I have seen good results 
in selected cases, in small, repeated doses, 
but here again we have not found the uni- 
versal remedy we are in search of. 


So much, then, for special measures, 
most of which, you will note, have been 
discarded as failures. Our main reliance 
is on general treatment. In the first place, 
all of these patients belong in hospitals. 
The primary treatment is absolute rest, 
with Fowler’s position, as I have said, to 
facilitate drainage. Opiates and sedatives 
are given sparingly as indicated, and ice 
caps are used over the abdomen for pain. 
High temperature is reduced by ice caps, 
cold sponges, possibly cold rectal irriga- 
tions, and only very occasionally by anti- 
pyretics. Nourishment is given at frequent 
intervals, and in severe cases the fluid 
balance is maintained by saline and glucose 
drips, hypodermoclysis, and _ infusions, 
sometimes of the continuous type. The 
patient is kept in the fresh air and sun- 
shine as much as possible, and our en- 
deavor, as you see, is always to build up 
her resistance and preserve her strength. 
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I have outlined to you, necessarily with 
brevity, the treatment for puerperal infec- 
tion which I have found to be most effec- 
tive in my private work, where, of course, 
such cases are very few, and also in my 
service at Charity Hospital, where we 
naturally encounter this condition in its 
gravest forms. That the method has real 
merit is proved by a review from that ser- 
vice of a recent 3 year period, where we 
achieved a net mortality of only 2.6 per 
cent. DeLee, to give only one other in- 
stance, quotes an even smaller mortality, 
9 deaths in some 2,500 infections of various 
types. These results have never been 
equalled by the advocates of active, radical 
measures, and in view of them I have no 
hesitancy in urging upon you without 
qualification the conservative policy of non- 
interference in puerperal sepsis. 





THE DOCTOR’S RESPONSIBILITY TO 
MOTHERHOOD.* 
R. M. ADAMS, M, D., 
TUPELO, Miss. 


Woman is Heaven’s last best gift to 
man—and motherhood, the crowning 
glory of woman, is her loftiest achieve- 
ment. 


Child bearing is the world’s greatest in- 
dustry, but it is evident that too many be- 
come discouraged with the first product. 
One child sterility is a misfortune to any 
home and a calamity to any nation. 


Napoleon once said, “What France needs 
most is mothers.” Child-bearing is the 
supreme need of France today. Before 
the war her birth rate was far below her 
death rate and she was confronted with 
the necessity of giving a bonus to all 
families with more than two children. 


The maternal tendency of modern Ameri- 
can homes is not any too encouraging. 
Fifty years ago the average number of chil- 





*Read before the Mississippi State Medical So- 
ciation, Biloxi, May 12-14, 1925. 
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dren in New England families was six, now 
it is barely two. In the language of Napo- 
leon, what America needs most is mothers. 
Another condition that stalks abroad in the 
land (and not in the night, as did the 


ghost of Macbeth and Sherlock Holmes) but 
in the noon day splendor of preventive 
medicine, is the terrible foetal and maternal 
mortality and morbidity that attend 
motherhood, and all because they have not 
their birth right prenatal care and efficient 
supervision in the function of motherhood, 
90% of which should be normal. Child- 
hood, the world’s greatest asset, must be 
conserved. Dr. Hirst claims that 25% of 
all foetal life is lost before birth. Dr. Cook 
observes that 25,000 infants perish within 
the first four weeks of extra-uterine life. 
Another eminent authority states that 
75,000 children die annually in the United 
States from lack of proper supervision in 
birth. An appalling mortality! 


Mississippi lost 3,000 children under one 
year of age in 1924, and 400 mothers from 
the effects of pregnancy and labor. A func- 
tioning full-time health service in all of her 
82 counties, with a maternity and infant 
hygiene program would have saved 2,000 
of those children and a majority of the 
mothers. This is our reasonable service 
and a goal that we should reach in full 
measure. The doctor has a great oppor- 
tunity for service in banishing the melan- 
choly statistical record revealed by those 
who have studied the situation of present 
day childhood. 


Mothers fare even worse than babies in 
this human wreckage. In 1918, 2,300 
women died in the ordeal of child-bearing. 
DeLee stated recently that 25,000 mothers 
die annually in the United States during 
childbirth ; 6,000 from infection, 5,000 from 
eclampsia, 4,000 from hemorrhage. It is 
perhaps safe now to approximate from the 
direct and indirect effects of pregnancy and 
labor a gruesome mortality total of 40,000 
mothers. The number wounded, no one 


can estimate. For the immense amount of 
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invalidism resulting from child-birth is un- 
measurable; but we know that thousands 
of our women flock to our hospitals every 


year for the repair of injuries and the 
treatment of diseases contracted in preg- 
nancy and labor. 


The morbidity incurred in the function- 
ing of present day motherhood is perhaps 
not less than five times the mortality; this 
means approximately 200,000 life long in- 
valids in the United States annually. The 
bulk of gynecological surgery is the result 
of poor obsterics. Fifty per cent of all 
mothers bear marks of injury sustained in 
the battle of child-bearing. These injuries 
jeopardize the joys of motherhood, they 
cripple the efficiency of the home-keeper, 
they weaken the hands that rock the cradle 
and that rule the nation. This mortality 
and morbidity is second to tuberculosis in 
women of this age. 


May we visualize our field of service in 
this conservation of life! Concentrate if 
you will this human wreckage into one 
lacality 125,000 lives lost and 200,000 in- 
valids the result of a scourge that the medi- 
cal profession could control, would we not 
bestir ourselves to correct and prevent such 
a calamity and hasten to salvage this waste 
of life with an altruistic enthusiasm char- 
acteristic of our profession? A full-time 
health service, with a maternal and infant 
hygiene program, and efficient obstetrical 
supervision in labor would prevent 85% of 
this appalling wreckage. 


The universal opinion of those who have 
studied the situation is, that a large per- 
centage of the deaths and life long misery 
incident to child bearing is preventable. 
Why is it not prevented? Because the pub- 
lic is not properly informed, because the 
laity does not appreciate the necessity of 
pre-natal care and child welfare activities, 
because the legislators and supervisors, 
who make appropriations for the promotion 
of health activities have not the encourage- 
ment from their constituency adequately to 
sustain health work, and our standards of 
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obstetric instruction and obstertic practice 
are too low. 


Our schools, our hospitals, the public, our 
medical associations, and the doctors them- 
selves, do not give the high art of obstetrics 
the proper consideration and esteem. As a 
result the child-bearing woman has not the 
proper pre-natal care and training, and in 
the ordeal of motherhood many of them are 
left to the young, the inexperienced, the 
incompetent doctor, and most of them to 
the ignorant mid-wife. 


Sixty per cent of all births are conducted 
by midwives, most of them ignorant negro 
women. We have more than 4,000 of them 
in Mississippi. We would like to get rid of 
them but that is impossible. Midwives 
have been in the world since the time of 
Moses, and they are here to stay, for many 
years to come. Their improvement in ser- 
vice has not been commensurate with their 
increase in number; nor with their length 
of history. Miriam no doubt had a better 
morbidity and mortality record than her 
modern sister, the midwife of today. So 
for the sake of suffering motherhood, and 
that we may conserve childhood, the great- 
est asset of civilization, we must help them. 
We must educate them, we must regulate 
them, we must supervise them; and as dif- 
ficult as it may seem, this is perhaps 
more easily done than the regulation and 
teaching of the uniformed doctor. Who is 
responsible? Who must take the initiative? 
Here as in every accomplishment of pre- 
ventive medicine in the past, the doctor 
has a wonderful opportunity for altruistic 
service. 


Nowhere can the doctor accomplish so 
much in the prevention of diseases and ac- 
cidents and likewise reduce the staggering 
data of mortality and morbidity, as in the 
skillful practice of obstetrics. 


Where shall this work begin? With the 
doctor himself. He must visualize, he must 
equip himself for efficiency, commensurate 
with the scope of obstetric practice, he must 
demand the same high ideals attained in 
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surgery and other branches of medical art. 
He must have a broader conception of his 
profession, he must appreciate more his op- 
portunity in this field of service, and he 
must recognize more forcibly its corre- 
sponding responsibility. Efficiency will give 
obstetrics the dignity it deserves and place 
it on an elevated plane. Then more people 
will employ the doctor instead of the ignor- 
ant and incompetent midwife, and she will 
spontaneously disappear. The public will 
appreciate and value obstetric service and 
legislators will take care of preventive 
agencies. Pre-natal care will be properly 
sustained and all these welfare agencies 
will reduce the horrible mortality and in- 
validism incident to child-bearing. 


Statistics show that neither mortality 
nor morbidity that attend motherhood have 
been reduced within the past decade. The 
committee on maternal welfare of the 
American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, 
headed by Dr. Fred L. Adair, of Minnea- 
polis, is taking steps to enlist nation-wide 
education to reduce maternal mortality. It 
is humiliation for them to face the fact that 
the United States is third highest in the 
death rate from sepsis and eclampsia. 


The International Year Book of Child 
Care and Protection, recently published, 
gives emphasis to the fact that the United 
States has a higher rate of maternal mor- 
tality than any other of the principal coun- 
tries of the world; and that pregnancy 
causes more death among women from fif- 
teen to forty years of age than any other 
disease except tuberculosis. The capacity 
of the human race for blundering in car- 
rying out rules in preventive medicine and 
the stupidity of the public are great prob- 
lems that eonfront the medical teacher and 
welfare worker of today. We must con- 
centrate our best efforts in pre-natal care 
and teach practical methods in obstetrics 
than can be used in the home and in the 
huts, where most children are born. 
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We shall note a few of them: Labor is 
a normal function in 90% of all cases. 
Therefore the annual mortality of 40,000 
brave mothers in the United States, and the 
morbidity of perhaps 200,000 from infec- 
tions and injuries caused by needless vagi- 
nal examinations, instrumentations, etc., 
can be prevented and must be prevented. 
The birth canal of 90% of all women should 
not be touched by the doctor. The way to 
prevent infection of a patient during labor 
is to never enter the pelvic region for any 
reason, except the most direct indication for 
interference. Vaginal examinations under 
the best technique are not safe. Every time 
we introduce anything into the birth canal, 
we subject the woman to a chance of 
infection. 


Recently in Hopkins Clinic they ran a 
series of cases, preparing every other 
woman, and letting every other woman go 
unprepared. They were astonished to find 
that in the series of women who had no 
preparation, there was less infection than 
in the series of those who were prepared 
by the usual technique. The answer to 
that probably is, that the preparation car- 
ries infected material from the vulva into 
the vagina. No one will dispute that the 
vulvar region is always contaminated with 
colon bacilli, the chief ones we have to fear, 
from the patient’s own skin. The doctor 
should refrain from touching this unclean 
organ in the 90% of cases, and the male 
accoucheur is perhaps more prone to this 
fault than the midwife. Aseptic prepara- 
tion and gloved hands will not always pre- 
vent carrying infection into the birth 
canal. It is an exceedingly difficult matter 
to get a culture from the cervix or uterus 
without carrying up contamination from 
below. If a diagnosis can not be made by 
palpating the abdomen, an examination 
per rectum may give the desired informa- 
tion. Again, may I say, if we are to pre- 
vent infections, we must refrain from 
needless vaginal examinations and need- 
less instrumentation. 
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Eclampsia: “The Disease of Theories.” 
One authority summarizing, tabulates 15 
theories of pregnancy predisposing eclamp- 
sia. I haven’t the time here nor the inclina- 
tion to discuss these theories or the treat- 
ment of eclampsia, except to plea for con- 
servative surgical interference, and only 
when indications are positive. Knipe and 
Donnelly of Edinburgh, who studied a se- 
ries of cases over a period of five years, 
found that the mortality was 50% less in 
the cases treated with medicine than those 
cases treated by radical surgical procedure. 
Edgar states that eclampsia in all cases is 
preventable. We should encourage every 
preventive agency in pre-natal care, preg- 
nancy hygiene, examination of the urine 
regularly, taking blood pressure often, 
treatment for pyorrhea, diseased tonsils re- 
moved, clearing up of all focal infections, 
and careful dieting. Eclampsia should not 
occur once in a thousand cases with intel- 
ligent pre-natal care. Dr. Speidel in 27,000 
cases of labor with prenatal care, reports 
not a single case of eclampsia in his hos- 
pital in two years. Dr. Litzenburg gives a 
similar report and adds, “The only objec- 
tion I have to pre-natal care, is that it de- 
stroys our eclampsia clinics.” Save the 
5,000 mothers who die annually in the 
United States from eclampsia. 


Our most eminent authorities agree that 
something must be done to stem the tide of 
obstetric operating, now so prevalent with 
its resultant maternal and foetal mortality. 
The expert, the well equipped accoucheur 
and the skilled surgeon may extend the 
indications for radical interference, but 
at present the general practitioner conducts 
the largest number of births in the homes 
and in the huts of the land. Non-interfer- 
ence with the natural process of labor, and 
watchful expectancy finds the best results. 
The lines should be very closely drawn on 
the indications for cesarian section, forceps 
delivery, podalic version, bag dilators, pitui- 
trin and other therapeutic agents to hasten 
labor. Hypophysical extract is the most 
universally used therapy of force to expe- 
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dite labor and is likewise the most dan- 
gerous. Untold damage to babies and many 
gruesome tragedies to mothers have fol- 
lowed in the wake of its popularity. No 
well informed accoucheur will forego the 
danger of pituitrin to force labor. The 
modern doctor must be progressive without 
being too radical. The spectacular in sur- 
gery, the impatience and hurry of this 
strenous age, endanger the lives of mothers 
and babies, menace the great science of 
obstetrics, and it is liable to become a lost 
art. Doctors, let us give nature a chance 
in the greatest of all functions, Mother- 
hood. “Nature has done her part, let us 
do ours.” 


While obstetrics is-the most difficult and 


.the most arduous of medical practice, it is 


the most satisfying, and the ideal of service 
may there be obtained in the conservation 
of health, the salvage of human life, and in 
the enhancement of the joy of the one who 
gave us our being, and in the agonies of 
death, brought us into the world. Our 
Mothers! 


DISCUSSION. 


Dr. Joseph E. Green (Richton): I think some- 
times if we had more discussion of these papers 
we would get more ideas to carry back home. One 
thing is true, and that is that the majority of our 
women are delivered by midwives. The Doctor 
hopes the day will come when we will have no 
midwives, but I do not look for it. The majority 
of our people are negroes and we do not want 
to wait on them and therefore they have to have 
midwives. They are necessary evils and the thing 
we must do is to educate them. If the doctor is 
going to wait on these women we must have fewer 
babies and more doctors, The trouble is the 
doctors over the state are not getting rich, they 
are just barely making a living. The only thing 
I can see to do is to educate these people. You 
can lead a mule to water but you cannot make him 
drink, but if you do not get the mule up there 
the first week, try again. We have been work- 
ing for months to get a health nurse, and if we 
do not get her this year we will try it again next 
year. That is the idea. Let us think of this 
problem as it is. I do not consider the midwife a 
nuisance, or if she is a nuisance she is a nec- 
essary nuisance. The poor folks cannot pay the 




















$25, but if we would educate the midwife we will 


do a good work. 


As to this thing of staying entirely away from 
the pelvis, I do not do it—I doubt if the Doctor 
does it himself. It is not after delivery that our 
patients are neglected as much as' before—A 
routine ten day’s urinalysis during last sixty 
days of expectancy will save hundreds of mothers’ 
and babies’ lives. 


Dr. R. C. Smith (Drew): I appreciate Doctor 
Adams’ paper very much. I heard him give a 
similar paper at Memphis last year and I am glad 
indeed to note that he left out part of what he 
had in that paper, and that was the great em- 
phasis that he put on the training of midwives 
and what he was accomplishing with that. Just 
a word of protest as to the training of these mid- 
wives. I have been practicing more than 23 years 
and the most of my time has been on plantations, 
about six of the largest in the Mississippi Delta. 
I was the registrar there for several years. I had 
only one midwife in all that time that was cap- 
able of making out birth reports. If Doctor 
Adams and Doctor Green are capable of taking 
these women and training them in asepsis and in 
any of the physiological processes of labor, they 
are more capable than I. I believe you make a 
mistake when you try to train them for it can- 
not be done. If you look over the attendance at 
this Association you will notice that most of us 
are past forty years of age; where are the young 
doctors? There are not many and there is no 
encouragement for a man to be a doctor today in 
Mississippi, especially if our health officers are 
going to attempt to train these damnable women 
to do obstetrics. 


Dr. W. H. Scudder (Mayersville): I had the 
honor of organizing the first negro midwife or- 
ganization in the state and right now the State 
Board of Health has sent a nurse to my country 
to train the midwives. We have only four doc- 
tors in the country and we must train the mid- 
wife to do this work; we cannot do it ourselves. 
In the first place, if we do it we have to do it 
free of charge; these negroes cannot pay for it. 
I have seen remarkable improvement since I have 
taken up this work. There is an old saying that 
you cannot teach an old dog new tricks, but that 
is not trua of the midwives. They are all old, 
you cannot get’ a young woman to be a midwife. 
These nurses will be there two months helping us 
to train these midwives. 


Dr. H. R. Hays (Jackson): I feel I would be 
an ingrate if I did not express my appreciation 
of this splendid paper. However, the Doctor did 
not bring out what I had hoped he would. So 
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many cases of syphilis go bad when the mother 
attempts to give birth to a child. So many times 
we see women who have carried an infection along 
pretty well, but when they give birth to a dead 
fetus, or to a child that is infected and dies early, 
then the mother breaks down and goes to pieces. 


I would urge, especially in negro practice, that a 
Wassermann be given all pregnant women and if 
the woman is found to be infected treat her. You 
will then give the child a better chance for life, 
and if you can treat the mother during her preg- 
nancy and she delivers a living child, the child 
will not have syphilis. It seems to me this should 
have been mentioned as one of the doctor’s re- 
sponsibilities toward motherhood. 


Regarding the training of negro widwives, as 
you all know I have practiced in the Delta for 
the first ten years of my career, and I rarely saw 
a case of normal labor. The midwives when they 
got into trouble would call on me to deliver the 
case, but that was about the only case of obste- 
tries I attended. We very often express our- 
selves when we are not fully aware of the pro- 
gram that is being carried on. When this program 
of training midwives first came out I expressed 
myself that I did not think it could be done, but 
I find in those places where they have followed 
up the training of midwives that the doctors tell 
me these negroes are calling the doctors while 
they can do something for the patient, they do 
not allow the woman to exhaust herself with need- 
less effort before they call the doctor. 


Certainly we must have these midwives and 
if that is the case then we had better have them 
trained when to call the doctor and also trained 
to keep their hands out of the birth canal. 


Dr. W. H. Frizell (Brookhaven): This is an 
excellent paper of Doctor Adams. As to training 
the negro midwives, the best training we can give 
them is NOT to. In my County of Lincoln, with 
the assistance of Doctor Underwood’s department, 
we made Wassermanns of 42 of these midwives 
and in that number we got three 3 plus Wasser- 
mann and one 4 plus. We weeded these out, but 
one of the four has taken the treatment. 


The thing we try to teach the midwives is to 
be clean, to use lysol and to be as clean as pos- 
sible in every way, and then let the patient alone 
and not make examinations. But there is one 
thing—when you call your midwives in, just look 
and see how much silk tape they use. You will 
find they rarely use any. They buy it and keep 
it,—they will not use it, unless you keep your 
eye on them. But we mainly teach midwives not 
to do things instead of to do things. 
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Dr. R. M. Adams (closing): I just want to 
say that we do not encourage an increase in the 
number of midwives, and we feel that we do owe it 
to humanity to forbid their making vaginal examin- 
tions and giving decoctions as they formerly did, 
and in this training we forbid that. And not 
only that, but we instruct them to keep an eye 
upon each other and to report any violations, 
and if they do violate take their permit away 
from them and they value that very highly. I 
noticed that we have a decrease in the number 
rather than an increase following this rigid en- 
forcement of the regulations, and if we can keep 
that up we surely will reduce the mortality. 
Eight years ago we sometimes would have a 
dozen or more puerperal infections coming from 
negro midwifery, but I recall this past year that 
we rarely ever had more than two a month and 
many months we had no reports of puerperal in- 
fection at all. So if nothing else has been ac- 
complished, we certainly have reduced the mor- 
bidity and certainly we have induced these negro 
midwives to clean themselves up. When we go 
to help them now we find them in a clean uniform, 
with their kits in good condition and with no de- 
coctions sitting around the fireside. So far as 
I was able to ascertain, they do not make vaginal 
examinations. So if we have accomplished no 
more than that, I think we have rendered a great 
service to these negro women who are really an 
economic proposition, because they do our 
drudgery for us and they are better able te do 
this service if we can keep them well. 


As to the venereal examinations and the Was- 
sermann, of course that would have to be in- 
cluded in the pre-natal health work. I certainly 
thank you gentlemen for your discussions. 





INDICATIONS FOR INTRA-SPINAL 
TREATMENT OF SYPHILIS.* 
Cc. S. HOLBROOK, M. D. 


NEW ORLEANS. 


For many years the belief was held that 
the central nervous system was not in- 
volved by syphilis until many years after 
the primary lesion. Thanks to modern 
laboratory facilities, we now know that in 
most cases of cerebro-spinal syphilis the 
infection takes place within the first few 
months after the disease is contracted. 





*Read before Louisiana State Medical Society. 
April 21-23, 1925, New Orleans. 


HOLBROOK—Indications For Intra-Spinal Treatment of Syphilis. 


Routine examinations of the spinal fluid 
in persons suffering from syphilis in the 
primary and secondary stages have shown 
abnormalities in the fluid in over one third 
of the cases. Not all of these cases de- 
velop typical syphilitic infection of the 
nervous system, but a fair number do. In 
the service of my associate, Dr. R. M. Van 
Wart, and myself we have recently seen 
several cases where the central nervous 
system was the location of very extensive 
pathology while the genital chancre was 
still present. 


It has long been my opinion that the 
physician is not doing his duty to his 
patients when he treats them for syphilis 
and does not examine the spinal fluid to 
determine whether the central nervous 
system is affected by this disease or not. 
In the majority of instances it is not dif- 
ficult, by active treatment, to cause the 
lesions of primary and secondary syphilis 
to disappear, and the Wassermann reac- 
tion in the blood to change from a positive 
to a negative reaction. When treatment 
is persisted in for some months or years 
the Wassermann reaction remains negative, 
and the absence of symptoms may lead one 
to the erroneous belief that the disease has 
been cured. One should feel deeply cha- 
grined to see a patient thus treated de- 
velop, in after years, the unmistakable 
symptoms of locomotor ataxia or general 
paralysis. This happens all too frequently. 
The prevention of such unfortunate oc- 
currences is the duty of those who treat 
the early cases of syphilis. At least one 
spinal fluid examination should be made 
on every patient suffering from this 
disease. In those that show evidences of 
infection of the central nervous system, 


- treatment will have to be carried out more 


vigorously and over a longer period of 
time and the effect will have to be checked 
up by numerous spinal fluid examinations. 
There is practically no danger in tapping 
the spine and very few patients will de- 
cline to have this done, when the rea- 
sons for it are properly stated. Should a 
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patient decline, the physician has the so- 
lace of having allowed the patient to de- 
cide and will not feel to blame, if in after 


years there is some lesion to the brain 
which might have been prevented. 


After determining that the central 
nervous system is involved in the syphilitic 
infection, the next question that arises is 
how shall the infection be treated. Courses 
of mercury rubs with courses of intra- 
venous injections of some of the well tried 
arsenobenzol preparations should be given. 
Some of the infections of the central 
nervous system will respond to this 
medication, but there are numerous cases 
in which this type of treatment is of no 
avail. The abnormal spinal fluid findings 
do not lessen, but may grow more marked 
and the symptoms persist or grow worse, 
in spite of this kind of treatment. 


It is an often demonstrated observation 
that locomotor ataxia is very little, if at 
all, improved by the usual treatment with 
mercury and arsenobenzol. The lightening 
pains and crises that torment the tabetics 
are the severest suffering that one has to 
witness. Under the old methods, little 
could be offered these sufferers. 


The parenchymatous syphilis of the 
brain, or general paralysis, has not been 
influenced to any great extent by treat- 
ment with mercury and salvarsan intra- 
venously. The futility of this type of 
treatment is so fully conceded that many 
hospitals for mental diseases have given 
up this form of therapeutics all together. 
Recently, several methods of treating 
paresis have come into prominence, notice- 
ably the malarial treatment sponsored by 
Wagner-Jauregg and the treatment with 
tryparsamid, with which Lorenz and his 
fellow workers have had very promis- 
ing results. It will require observation 
over years before it will be possible to de- 
termine the value of these or any other 
treatment in paresis. The intraspinal in- 
jections of salvarsanized serum have been 
used for some years in the treatment of 
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paretics, and while results are not satis- 
factory they are better than those obtained 
by the intravenous injection of mercury 
and arsenobenzol. 


During the past four years I have been 
using the intra-spinal treatment according 
to the method of Fordyce of New York. 
This differs from the original Swift-Ellis 
mainly in that the serum is not diluted with 
saline before it is introduced into the 
subarachnoid space. The treatment con- 
sists of giving an intravenous injection of 
neosalvarsan or allied drug, in the ordi- 
nary dosage. After a period varying from 
15 to 50 minutes, 50 cc. of blood is with- 
drawn under strict asepsis from a vein. 
This blood is kept in the ice box from 18 
to 24 hours. It is then centrifugalized for 
10 minutes and the serum is pipetted into 
a sterile container. This serum is again 
centrifugalized at a high speed for 15 
minutes. The amount of serum to be in- 
jected, varying from 10 to 25 c. ¢., is then 
pipetted off and placed in a sterile con- 
tainer to be inactivated at 56 degrees C. for 
30 minutes. The serum, cooled to body tem- 
perature, is injected into the subarachnoid 
space in the lumbar region of the spine. 
Injections are made every two weeks, un- 
til 4 to 6 treatments are given, and then 
after a period of 4 to 12 weeks, another 
series of intra-spinal injections is given. 
The amount of treatment is determined by 
the clinical improvement and by laboratory 
findings. Other forms of antisyphilitic 
medication are given during the courses 
of treatment, or in the intervals in which 
intra-spinal injections are not given. 


The indications for intra-spinal treat- 
ment of syphilis are as follows: 


(1) Cerebro-spinal syphilis in which 
there is not a_ satisfactory clinical im- 
provement under the influence of arseno- 
benzol and mercury. 


(2) Cerebro-spinal syphilis in which 
the spinal fluid remains positive, though 
the symptoms may disappear. 


576 


(3) In locomotor ataxia, 
resting the process this treatment relieves 
the lightening pains and crises. 


(4) In optic atrophy due to cerebro- 
spinal syphilis. 

(5) 

Over 500 intra-spinal injections have 
been given by me during the past four 
years. There have been no fatalities and 
no cases have been made worse, but on 
the contrary results have been better than 
could have been obtained by any other 
method. The following case histories are 
given to show the effects of intra-spinal 
treatment. 


The early stages of paresis. 


Case 1. C. H., white male, married, 44 years 
of age. The original infection, chancre, con- 
tracted in 1899. Patient first examined by one 
of us, (R. M. Van Wart) in May 1916. At that 
time he was suffering from sensory disturbance 
in his feet and hands, lancanating pains, Argyll- 
Robinson pupil. 


Patient was given 191 doses of salvarsan be- 
tween 1916 and 1920. During this period he 
rubbed mercury almost continuously. After this 
intensive treatment the spinal fluid showed 56 
cells, a strongly positive Wassermann, and the 
colloidal gold reduction was of the tabetic type. 

In 1920, he was given 3 intra-spinal treatments, 
by Dr. Fordyce of New York, and after a period 
of two months he was given three more intra- 
spinal treatments. At this time the cells had 
dropped to normal, the Wassermann on the spinal 
fluid was 3 plus. 


In may 1921, I administered three intra-spinal 
treatments, In July of the same year, three 
more, and in October, another three intraspinal 
treatments. In May 1922, two treatments were 
given, and in 1923, three intraspinal treatments 
were given. 


July 1924, two intra-spinal treatments given, 
making a total of 22 intra-spinal treatments, Be- 
cause of the damaged kidneys, this patient could 
not always take salvarsan, so serum from an- 
other patient was used in about one half of 
these treatments. 


Since 1922 the spinal fluid has been persis- 
ently negative. The pains previous to intra-spinal 
treatments were so severe that they materially 
interfered with his making a livelihood. Since 
the treatment has been instituted these pains 
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besides ar- have passed off for periods of six months, and 


the pains that have been present were very mild, 
Sexual power disappeared before intra-spinal 
treatment was given; this has returned to normal, 
Numbness of the feet has almost entirely dis- 
appeared. The last intra-spinal treatment was in 
July 1924. The spinal fluid has been examined on 
two occasions since then, the last two weeks ago, 
and both of these examinations were entirely 
negative. 


From the clinical and 
view, the treatment of this 
very satisfactory. 


laboratory point of 
patient has been 


Heroic treatment intravenously and with mer- 
cury did not stop the progress of the disease, In- 
tra-spinal treatment relieved all symptoms and 
caused the fluid to return to normal. 


Case II. A. A. L., White, Male, married, aged 
51, referred by Dr. E. A. Ficklen. Patient first 
seen July 24th, 1922. Diagnosis-Locomotor ataxia. 
Date of original infection—unknown. He stated 
that five years before coming under observation, 
he experienced sharp pains all over his body. He 
suffered from urgency and tenesmus of the 
bladder. During the past 3 years he had ex- 
perienced excruciating tabetic pains, these lan- 
canating pains in his legs and other parts of his 
body, being most terrific. His suffering was so 
great that during the past three years he took 
enormous doses of aspirin, averaging 35-five grain 
tablets a day; occasionally taking 150-five grain 
tablets, or 750 grains of aspirin in one day. He 
purchased these tablets by the thousands and 
carried them loose in his pocket. He would eat 
a handful at a time. The only disagreeable sym- 
tom that he experienced from these enormous 
doses was a heaviness, or mental dullness. There 
was no nausea, vomiting, or dizziness. 


The spinal fluid showed 7 to 8 cells, increase 
in globulins, Wassermann was negative. Argyll- 
Robinson pupils were present and the knee jerks 
were absent. There was a strongly positive Was- 
sermann in the blood. 


August 9, 1922, patient was admitted for his 
first intra-spinal treatment. He was given .6 grams 
of neo-salvarsan. In 40 minutes 50 c.c. of blood 
were withdrawn and 18 c.c. of serum injected 
into the subarachnoid space in the lumber region. 
There was a slight reaction following this treat- 
ment. The second night following the treatment 
the patient declared that, “this was the first 
peaceful night for months.” He was in the hos- 
pital 2 days. The blood at this time was positive, 
the cells were 7 to 8, globulin was increased. Was- 
sermann in the spinal fluid was negative, slight 
reduction in the colloidal gold. 















August 22, second treatment, as above, 20 c.c. 
of serum was injected. The spinal fluid showed 
cells 1 -to 2, globulin negative, Wassermann nega- 
Colloidal gold reduction 112332110. There 
were some pains in the legs at the time of this 
treatment, but these were comparatively mild. 





tive. 







September 5.—Third treatment as above, 22 c.c. 
of serum was injected. Very moderate reaction. 






The spinal fluid cells not increased globulin 
slightly increased, Wassermann negative, colloidal 
gold reduction 1111100000. 







September 19.—Fourth treatment as above, 20 
c.c. 0 serum was injected. Very moderate reac- 
tion. 







The spinal fluid cells 4 to 5 globulin negative, 
Wassermann negative. 






October 3.—Fifth treatment as above, 15 c.c. 
of serum was injected. Mild reaction. 






Cells not increased, globulin plus, Wassermann 
negative, colloidal gold 1111100000. 





October 17.—Sixth treatment as above, 18 c.c. 
of serum was injected. 


Spinal fluid showed 6 to 7 cells, globulin 
slightly increased, Wassermann negative, colloidal 
gold 1111110000. 
















After the second treatment the lancanating 
pains were almost entirely relieved, and by the 
time that treatment was concluded he was feel- 
ing better than he had for years. He returned to 
his work as a chemist, and reports since 1922 
have shown that he has gotten along in a most 
satisfactory manner. He has not suffered from 
lancanating pains, and at no time since the be- 
ginning of the intra-spinal treatment has he taken 
aspirin. There was no habit contracted by this 
drug; it was taken only to relieve his suffering. 













During the last year he has not reported, as 
advised, for re-examination, but his continued 
absence indicates that he has not had any suffer- 
ing or pain. 


Case III. J. B. White male, single, aged 39. 
May 5, 1923—Referred by Dr. J. B. Elliott. 


Diagnosis—Cerebro-spinal syphilis. 











Original infection, chancre 23 years previous. 
Following his initial lesion he had 8 years of mixed 
treatment, and in addition to this he went to Hot 
Springs, Arkansas, for several consecutive years. 






The year previous to our seeing him he had 12 
intravenous injections of neo-salvarsan; 6 hypo- 
dermic injections of mercury, and he rubbed mer- 
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cury every other night. Sodium iodide was also 
administered. 


When we first saw him he complained of pains 
in his head, malaria and general bodily pains. 
There was a moderate degree of depression. He 
found it almost impossible to do his work. 


In spite of the 12 months of intensive treat- 
ment, the spinal fluid showed 250 cells, globulin 
positive, Wassermann positive, blood Wassermann 
positive. 


June 6, 1923—1st intra-spinal treatment. .4 
grams neo-salvarsan; in 50 minutes 50 c. c. of 
blood was withdrawn, 15 c. c. of serum injected 
into the subarachnoid space in the lumbar region. 
There was moderate pain, which required codein 
for relief. 


Spinal fluid, cells 31, globulin positive, Wasser- 
mann positive, colloidal gold 1111000000. 


June 30—2nd-treatment, as above. 
serum was injected. Moderate reaction. 


18 ¢. c. of 


July 3—3rd treatment. He reported much im- 
provement since his last treatment. Treatment 
as above. 20 c.c. of serum was injected. There was 
moderately severe pain in his head and limbs after 
this treatment. Aspirin and codein, given for re- 
lief.. 


Blood Wassermann negative, spinal fluid, cells 
6 to 7, globulin plus, Wassermann 4 plus, colloidal 
gold 1234421000. 


July 17—4th treatment as above. 17 c. c of 
serum was injected. Fairly severe reaction. Codein 
and morphine sulphate, grain 4, given. 


Spinal fluid, cells 1 to 2, globulin * * *, Was 
sermann * * * colloidal gold 11122210000. 

July 31—5th treatment. He reported that he 
had been doing very well indeed. He was given 
treatment as above. 18 c.c. of serum was injected. 


Spinal fluid, cells 33, Wassermann 3 plus, 
globulin negative, colloidal gold 0012332100, blood 
Wassermann negative. 


Aug. 15, 1923—6th treatment. “Feeling fine.” 
Treatment as above, 16 c.c. of serum was injected. 
Moderate reaction. 


He was given a rest from treatment until Sep- 
tember 13th, when he returned for examination 
again. He had suffered from pains in his joints. 
This turned out to be due to a mild arthritis. 


The spinal fluid showed 2 to 8 cells, globulin 
negative, Wassermann negative, colloidal gold 
1122211000. 
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Sept. 25, 1923—7th. treatment as above. 18 c.c. 
of serum was injected. Moderate reaction. 


Blood Wassermann negative, spinal fluid, cells 
not increase, Wassermann negative, colloidal gold 
0011100000, 


Oct. 15—8th treatment. “Quite well except for 
arthritis.” Treatment as above, 18 c.c. of serum 
injected. Moderate reaction. 


Spinal fluid, cells 40, globulin negative, Was- 
sermann negative, colloidal gold 0023331000. 


Nov. 6—9th-treatment as above, 15 c. cc. of 
serum injected. 


Spinal fluid showed 117 cells, globulin, Wasser- 
mann plus, colloidal gold 0112333220. 


Nov. 22, 1923,—10th treatment. Patient ex- 
perienced 3 attacks in which he felt as though he 
might become unconscious. 


Treatment as above. 20 c. c. of serum injected. 


Spinal fluid 1 to 2 cells, globulin negative, 
Wassermann negative, colloidal gold 1223110000. 


Dec. 20—11th-treatment as above, 18 c. c. of 
serum injected. 


Spinal fluid cells 1 to 2, globulin negative, Was- 
sermann weakly positive, colloidal gold 0000000000. 


At this period he was given a rest of two months, 
during which time he took 5 rubs of mercury per 
week, and an injection of neo-salvarsan each 
week. 


He worked without any difficulty during this 
period. 


Feb. 20th—Spinal fluid examination, cells 3 to 
4, globulin negative, Wassermann negative, col- 
loidal gold 001221000. 


March 27—12th treatment. 
ing quite well, working. 


He had been feel- 


Treatment as above, 22 c. c. of serum injected. 
Spinal fluids, cells 1 to 2, globulin negative, Was- 
sermann negative, colloidal gold 0000000000. 


April 10—13th-treatment as above, 18 c. c. of 
serum injected. 
Blood Wassermann negative, cells 6 to 7, globu- 


lin negative, Wassermann negative, colloidal gold 
0000110000. 


Reported that he had been feeling splendidly. 


April 24—14th-treatment as above, 20 c.c. of 
serum injected. Blood Wassermann negative, 
spinal fluid, cells 2 to 3, globulin negative, Was- 
sermann negative. 
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May 8—15th-treatment as above, 21 c. c. in 
jected. 


Spinal fluid, cells 1 to2 , Wassermann negative, 
colloidal gold showed no reduction. 


May 29—16th treatment as above, 19 c. c. of 
serum injected. 


Spinal fluid, cells 3 to 4, globulin negative, 
Wassermann negative, colloidal gold 00011100000, 
blood Wassermann negative. 


July 24, 1924—17th treatment as above, 15 c. ¢, 
of serum injected. 


Spinal fluid negative, except that the Wasser- 
mann was weakly positive in 2 c. c. 


Aug. 19—18th treatment as above, 18 ec. c. of 
serum injected. 


Spinal fluid, cells 76, globulin, 
negative, colloidal gold 0012342100, 


Wassermann 


The thigh cell increase here was interpreted as 
a non-specific reaction. It was the reaction of the 
previous intra-spinal treatment. 


A rest at this period until Sept. 23rd. 


The blood Wassermann was negative, the spinal 
fluid was entirely negative. 

Oct. 29—Blood negative, 
negative. 


December 22. He was again examined. The 
blood and spinal fluid showed nothing at all un- 
usual. The spinal fluid was examined by 2 labora- 
tories. Since this last examination the patient has 
been working all of the time and reports from 
him have been very satisfactory.* 


spinal fluid entirely 


This case well illustrates the fultility of in- 
travenous salvarsan treatment even when com- 
bined with mercury. 


The patient’s reactions on the whole were mod- 
erately severe, in that he usually suffered from 
headaches and pains in his legs, for 3 or 4 hours 
after the intra-spinal treatment. It was often 
necessary to administer codein in grain doses, 
and occasionally, morphine sulphate, grains 14 was 
required. 

Case IV. L. C. 
aged 35. 

Referred from Eye Clinic (Drs. Feingold and 
Crebbin). 

Diagnosis :—Locomotor ataxia, optic atrophy. 

She has been married—no children—no history 


of chancre. 11 months before coming to clinic 
consulted optician on account of poor vision. 


Colored, female, married, 


*Spinal fluid and blood negative in December, 1925, 
though no treatment had been given for a year. 
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Examination: Showed left eye to be almost 
completely blind, could count fingers at 3 inches. 
Right eye 5-9 vision. 


Occasionally shooting pains over body. She 
complained of severe headaches. This patient was 
given Hg and No 1 and 4 injections of salvarsan 
(each 3-10 gram) with no apparent benefit. 


Transferred to Neurological Clinic for opinion 
and treatment. 


Spinal fluid cells 42-43, globulin positive, Was- 
sermann positive, colloidal gold 0011000000. 


Patella reflexes equal, moderately active, 
Patient was very worried and anxious over her 
condition, Emotionally depressed. Intra-spinal 
treatment and mercury rubs were recommended. 


After the second intra-spinal treatment (.6 Gm. 
neo-salvarsan, 50 c. c. blood withdrawn in 40 
minutes, 15 c. c..of serum injected) the headaches 
disappeared. She felt much improved. Patient 
had 8 intra-spinal treatments within a period of 
5 months. Last one September 1924. 


There has been a marked improvement in 
patient’s general condition. The mood is not de- 
pressed and she is entirely normal, mentally. The 
oculists report that the atrophy has been arrested, 
that there has been an improvement of from 5 to 
8% in right eye and a definite, but less improve- 
ment in the eye that was practically blind. 


Sept. 4, 1924—Spinal fluid cells 7 to 8, globulin 
negative, Wassermann negative, colloidal gold, no 
reduction. 


April 17, 1925—Spinal fluid cells 3 to 4, globu- 
lin negative, Wassermann negative, colloidal gold 
0000011000. 


Patient feels very comfortable. She does not 
suffer from pain. She is able to read headlines. 


Case V. G. L., White, male, married, aged 34. 


Transferred from Medical to Neurological 
Clinic for treatment. 


Diagnosis: Locomotor ataxia. 


Wife—Living and well, 6 children; no miscar- 
riages, 


Previous History: Negative except that patient 
had an initial sore (chancre) 16 years ago. He 
had little or no treatment at that time. 


The most distressing symptom is pain, which is 
sharp, shooting in character, recurring at short 
intervals. These pains have been present for 5 
years, and have not been _ relieved by routine, 
mixed treatment, or by 15 injections of salvarsan. 
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There has been some unsteadiness in gait, numb- 
ness in feet, etc. Examination: Showed pupils 
that did not react to light. Patella reflexes absent. 


Blood Wassermann negative. Spinal fluid 


showed: cells 24-25. Globulin plus, Wassermann 
positive, colloidal gold 1122232100. 


Feb. 28, 1924—Given an intra-spinal treatment 
(.6 gm. neo-salvarsan injected, in 45 minutes 50 ec. 
c. blood withdrawn, 18 c. c. of serum injected.) Re- 
action consisted in a reproduction of the light- 
ening pains, no headaches or nausea. 


March 18, 1924—Second treatment as above. 
18 c. ce. of serum injected. 


The pains had been less in the interval. 


In 3 or 4 hours after injection began having 
lightning pains. No other symptoms. 2 hypo- 
dermic of codein (gr. one each) gave relief. Al- 
lowed to go home next day. 


Spinal fluid cells 18-19, globulin, Wassermann 
strongly positive, colloidal gold 0112342000. 


2 weeks later he was admitted for 3rd intra- 
spinal treatment and again every two weeks until 
6 treatments were given; the last being May 15, 
1924. He was then given a rest for 6 months. 


Nov. 21—Spinal fluid examination showed: 
cells 7-8, globulin, Wassermann in 1 c. c., colloidal 
gold 0112210000. 


Patient has now been given 12 _ intra-spinal 
treatments. The cells in the spinal fluid are nor- 
mal, globulin is not increased, Wassermann, still 
weakly positive. From a clinical point of view 
the treatment has been very satisfactory. Formerly 
he suffered a great deal from tabetic pains in his 
limbs, interfering with his earning a livelihood. 
These pains, under treatment, have entirely dis- 
appeared. He feels better than he has for years. 


Treatment will be continued and I feel confident 
that before long the spinal fluid will be negative. 


Case VI. L. F., White, male, married, aged 39. 
Referred by Dr. M. Feingold, May 15, 1924. 
Diagnosis—Locomotor ataxia—Optic atrophy. 


Married 7 years—wife living and well, no con- 
ceptions. 


Has a recollection of an initial chancre, time 
vague. 9 years ago the blood Wassermann was 
negative. Complained of failing vision, using his 
eyes at work caused considerable strain. ‘“Shoot- 
ing and pulling” pains in his legs. Pupils irregu- 
lar in outline and did not react to light. Patella 
reflexes, present. 
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Blood Wassermann negative, spinal fluid cells 
105, globulin increased, Wassermann positive down 
to .1 c. ce. colloidal gold 2234332111. 


Patient was given mercury and salvarsan intra- 
venously, until October 31st, when he was given 
the first intra-spinal treatment. He was given 
.6 grams of neo-salvarsan, in 30 minutes, 510 ¢, c. 
of blood was withdrawn, 10 c. c. of serum was in- 
jected. Moderate reaction. 


Spinal fluid showed cells 5 to 6, globulin neg- 


ative, Wassermann negative, colloidal gold 0000- 
111000. 


In all he was given 6 intra-spinal treatments, 
the last being February 20, 1925. The spinal 
fluid has remained entirely negative. He has con- 
tinued his work without interruption. He usually 
spent two days in the hospital. The pains have 
been entirely relieved, and Dr. Feingold reports 
that “his vision has not deteriorated, his fields are 
apparently unchanged, the fundus also shows no 
change, ‘there is no return of the light reaction 
in either eye.” From a clinical view this is a very 
satisfactory case, in that the atrophy has been 
arrested and other symptoms have entirely dis- 
appeared. 


The spinal fluid has been negative over a period 
of many months. 


Case VII. B.C. C. White male, married, aged 
38, accountant. 


May 16, 1922—Diagnosis General Paresis. On- 
set about one year previous. Wife living and well; 
no children. 


Began to sleep badly, headaches within the past 
6 months, he became forgetful, did his work poorly, 
irritable, finally lost his position as accountant, 
because of his careless work. 


Pupils did not react to light; all other reflexes 
very active. 


There was some slurring in his speech and 
tremors of the face muscles. He was almost 
stuporous, had no interest in anything, and would 
usually answer questions in monosylables. 


At this time the blood Wasserman was positive, 
the spinal fluid showed 15 cells, heavy increase 
in globulins, Wassermann reaction positive to 2 
c. c., colloidal gold 5555553221. 


The patient was placed on intravenous injec- 
tions of neo-salvarsan and on mercury rubs. 


Intra-spinal treatment was 
1922. 


commenced June, 
He was given 36 intra-spinal injections. 


After the first 3 or 4 treatments improvement 
became very satisfactory and it was possible for 
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him to return to his work, which he did and he 
held the position as accountant for over a year. 


During this time he took his intra-spinal treat- 


ments every 2 weeks, The intravenous neo-sal- 


varsan was administered at his lunch hour on 
Friday. 50 ¢. c. of blood was withdrawn and 
placed in the ice box. After his work Saturday 


afternoon he was admitted to Touro and intra- 
spinal treatment given. He left the hospital on 
Sunday afternoon and was at his desk on Monday 
morning. 


At no time did the spinal fluid become entirely 
negative. The cells returned to normal, but the 
Wassermann was always positive, the colloidal 
gold showed considerable reduction. 


The patient died on September 11, 1924, 28 
months after the beginning of treatment. During 
the greater part of this time he was able to work 
as an accountant. 


The result in this case of general paralysis was 
very satisfactory, because of the long period of 
improvement, When first seen it appeared as 
though he would live but a short time. 


Case VII. G. G., White, male, married, aged 35. 
August 6, 1924—Diagnosis—General Paresis. 


13 years ago he had a chancre. He was given 
salvarsan and other forms of treatment, and con- 
tinued this for several years. He was assured 
that he was cured of his original infection. 


For the year previous he had been suffering 
with headaches, weakness, and irritability. Two 
months prior to our seeing him he lost his position 
in one of the large banks of the city. He was 
discouraged because he could not work and sup- 
port his wife and 2 children. Restless at night 
and did not sleep well. 


Right pupil is larger than the left, neither 
reacts to light, slight Romberg present, tremors 
about the face and over action of face muscles, 
slight speech disturbance, calculations good. 


Blood Wassermann positive, spinal fluid, cells 
80, globulin strongly positive, Wasserman positive. 


Patient has been given 16 intra-spinal treat- 
ments, the last being 2 weeks ago. The clinical 
improvement has been very marked, in that his 
irritability and restlessness have disappeared. He 
is free from headaches and can do some light work. 


The laboratory findings have shown compar- 
atively little change. The cells are normal, but 


the globulin and Wassermann are still positive. 
The colloidal gold shows considerable reduction, 
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Case IX. N. P., White, male married, aged 38. 


August 5, 1924—Diagnosis—Locomotor ataxia, 
with gastric crises. 


Had his initial lesion 14 years ago. 


Patient was admitted through the Emergency 
Clinic at Touro. Some acute abdominal condition 
was thought to be present, as he suffered from 
most excruiating pains and vomiting. 


Examination showed that the pupils were irregu- 
lar and did not react to light, marked optic atrophy 
in left eye. Patella reflexes, absent. The blood 
Wassermann was negative, spinal fluid showed 17 
to 18 cells, globulin negative, Wassermann neg- 
ative, colloidal gold 0000112000. 


September 18—Spinal fluid showed 26 cells, 
Wassermann 1 plus in 1 c. ¢., colloidal gold as 
above. 


Patient has been given 9 intra-spinal treat- 
ments. The spinal fluid has been negative. Since 
the fourth treatment he has been almost entirely 
free of pains in his limbs, There has been at 
times some gastric crises, but these have not been 
severe and the intervals between them have been 
very much lengthened. 


His condition now is a great deal better than 
previous to his intra-spinal treatments. 


Case X. G. H. H., White male, widowed, aged 59. 


September 17, 1923—Referred by Dr. Henry 
Blum. 


Diagnosis—Cerebro-spinal syphilis (meningitic 


form). 


For 4 months complained of loss of memory, 
dullness. “Woke up one morning and found that 
I had forgotten all that I had learned.” 


There was paralysis of the exterior ocular 
muscules of the left eye, with a resulting diplopia. 
Pupils irregular, reacted to light. 


Patient was treated for several years before 
he married. 


Blood Wassermann was negative, spinal fluid, 
cells 20, globulin strongly positive, Wassermann 
strongly positive, colloidal gold 1234554210. 


Patient was given 6.intra-spinal treatments.. 


The spinal fluid remained positive for 5 treat- 
ments. It then became negative and has remained 
so for a year. 


Shortly after treatment was instituted his men- 
tal dullness began to disappear and gradually the 
diplopia was relieved. 
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For the past 12 to 18 months he has been feel- 
ing very well indeed. 


DISCUSSION. 


Dr. Roy M. Van Wart (New Orleans): I wish 
to combine what I have to say in regard to Doctor 
Holbrook’s paper with some remarks concerning 
the paper of Doctor Jamison this morning. In 
the first place I believe Doctor Jamison is en- 
tirely too limited in his ideas as to the value of 
this method of treatment. I think if you limit 
it entirely to early types of cases, you probably 
are simply treating those that are amenable to 
cure. Whether it is because they escape notice 
as far as infection is concerned or whatever may 


be the cause, the neurologist sees too many cases 
of acute meningitis. 


I wish also to impress the fact that meningtis 
is an early symptom and not a late one. Similarly 
I do not believe it is possible to divide the disease 
into the primary, secondary and tertiary symptoms, 
because I have seen so-called tertiary symptoms 
occurring before the appearancs of the secondary 
eruption. I recall one case of facial paralysis 
which appeared five days before the secondary 
eruption. Very frequently we see meningeal 
symptoms in patients showing secondary lesions, 
and I have seen one case of optic neuritis with 
the chancre still present. 


The class of cases in which we have tried this 
treatment have not been those with noticeable 
parenchymatous changes, We have found the 
cases in which there were marked clinical phen- 
omena such as change of knee jerks that our 
spinal fluid findings were not always in accord- 
ance with the clinical phenomena. The typical 
cases of paresis usually show a low cell count, 
but we found those cases of high count that were 
treated showed marked improvement. I do not 
think we have reached the point where we can 
do anything for the excessive changes that occur 
in the paretic, but we can relieve the acute 
phenomena. In many of these cases we find this 
treatment is capable of giving results in the way 
of amelioration of symptoms and the restoration 
of the individual to his usefulness at least tem- 
porarily. In one case a man was an accountant 
who was brought in convulsions, and in six weeks 
we were able to restore him so he could resume 
his work as accountant and he continued that 
way for a year and a half, and then he died sud- 
denly in convulsions. So we must admit that even 
though meningeal cases can be cured by this 
method, it has a wider field of influence for there 
is a large number of chronic cases with acute 
phenomena which are markedly improved and 
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restored to usefulness and relieved of symptoms 
by this method of treatment. 


Dr. L. L. Cazenavette (New Orleans): This 
subject is one of too great interest not to de- 
serve more comment. I recognize one of the men 
Doctor Holbrook presented here as a patient te 
whom I had given several intravenous injections 
of neo-arsephenamine. He reacted very severly 
to these injections so much so that they were dis- 
continued. In such a bad subject, I would not 
have attempted the intra-spinal route for treat- 
ment. However, it is pleasing to know that such 
treatment was given without untoward effect. 
Again I recall the man who took such large quan- 
tities of aspirin tablets for the relief of pain. He 
also is reported as having improved by intra-spinal 
medication. 


Intra-spinal medication has given fairly good 
results at the hands of a few; but the dangers 
which may follow much medication will delay its 
use even though it is safe in the hands of the 
specially equipped. 


Dr. A. A. Herold (Shreveport): In a limited 
experience in intra-spinal treatment I fail to see 
any benefit to the paretic cases, but I have seen 
marked improvements in the tabetics. Last month 
I was in Washington and visited St. Elizabeth 
Hospital and heard the report of their experience 
with the innoculation of the tertian plasmodium. 
I asked them, “why the malarial inoculations, in- 
stead of the well-known so-called specific treat- 
ments,” such as we are here discussing; the re- 
ply was that they had never seen permanent im- 
provement from any of the intra-spinal methods. 


Dr. C. S. Holbrook (closing): Eight or ten 
years ago we tried out the intra-spinal treatment 
in the institution at Jackson, Louisiana, and we 
had the same experience as they had at St. 
Elizabeth. It was in 1882, that von Janet first 
observed that after the high temperature that 
these patients who experienced remissions were con- 
siderably better. So he experimented over a long 
period of time with tuberculin and other protein 
products and finally with malaria, to bring about 
a rise in temperature. At present this particular 
treatment is receiving much attention. The 
patients are getting inoculations of malaria and 
are allowed to have paroxysms eight or ten times, 
then the malaria is controlled. This type of treat- 
ment gives apparently only clinical cures because 
the spinal fluid shows little or no change. 


The treatment we have carried out is a little 
different from the original Swift-Ellis treatment. 
At the present time we follow the method of For- 
dyce in which we administer salvarsan or neo- 
salvarsan, and then after 15 to 45 minutes 50 c.c. 
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of blood are withdrawn from the patient. The 
blood is not handled in a syringe and the chances 
of infection are therefore decreased. About 10 
to 25 c. c. of serum is introduced into the sub-ducal 
space in the lumbar spine—this treatment is given 
every 2 weeks until 4 or 6 treatments are given 
and then an interval of rest is allowed. 


The intra-spinal treatment in our experience 
has been so successful that we would feel very 
much handicapped if we could not use it in the 
treatment of our patients. 





SYPHILIS AND SURGICAL CON- 
DITIONS* 


A. G. PAYNE, M. D., 
GREENVILLE, Miss. 


I am not presenting this paper for the 
edification of any particular class of doc- 
tors, but it has always been my principle 
in presenting a paper before this section 
to call your attention to a very much over- 
or under-done work in certain conditions 
as we generally find them; and I have ex- 
perienced enough failures to bring the sub- 
ject forcibly to my mind thereby keeping 
afresh in my memory my mistakes and bad 
results, and to help steer others off the 
rocks and disaster. 


The details of medicine are so numerous 
that no one can know all of them, even in 
a limited field. The subject of syphilis, only 
one disease, but which touches every de- 
partment of medicine is no exception to this 
fact. Osler said, “The man who knows 
syphilis, knows medicine and that all to- 
gether too few men know syphilis and that 
its prevalence is far greater than is appre- 
ciated and recognized.” Latent or unsus- 
pected syphilis is one of the wide spread 
maladies that we have to contend with, and 


one that attacks all ages and classes of man- 
kind. 


The urologist has to look out for the 
acute, sub-acute and chronic cases of 
syphilis in every department of medicine. 








*Read before Mississippi State Medical Associ- 
ation, Biloxi, May 12-14, 1925. 




















It is up to him to cure the disease in its 
early stages, but anyone who knows any- 
thing about this class of patients as a whole 
know how hard it is to keep them under 
observation and treatment, until they could 
be classed as arrested disease cases, much 
less pronounce them cured. 


In my opinion no man should be allowed 
to marry unless he can give a clean bill of 
health, especially along the lines of genito 
-urinary conditions. 


The obstetrician has always to be on the 
look out for this dreaded disease that causes 
the death of so many children in utero, or 
at birth. The treatment of such conditions, 
as abortion with syphilis as a causitive fac- 
tor should not be neglected when the con- 
dition can be determined. 


The child specialist has to be on the 
look out for a disease that causes so many 
deaths during the first few months of child 
life, and other conditions not so manifest 
of the disease as snuffles, condylomata of 
the genitals, and syphilitic dactylitis. 


The skin specialist has to be very careful 
in his diagnosis that he does not pass up 
syphilitic manifestations of the skin for 
other conditions. Such errors in diagnosis 
are very fruitful of producing contamina- 
tion of others, and a prolongation of a 
disease easily amenable to treatment. 


The internist and diagnostician must be 
scrutinizing to detect all of those various 
manifestations of the disease which so fre- 
quently affect the heart and large blood 
vessels twenty or more years after the 
initial lesion, as well as those of the kid- 
ney and various abdominal organs. 


The gynecologist must be on the alert to 
detect and distinguish between syphilis and 
cancer, the two later conditions affecting 
especially the vulva and cervix. Too many 
times syphilitic conditions of the cervix 
are diagnosed cancer. 


The nose and throat man frequently get 
into deep water when they have not been 
as careful as they should have been in pre- 
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operative diagnosis, for this region is one 
where the spirocheta pallida has a special af- 
finity, just as the fish have an affinity for 
hidden places, or over-hanging banks in a 
stream. 


The eye man has the better of the rest 
of us for detecting hidden or unsuspecting 
conditions of this character on account of 
his iodide therapy and non-use of the Was- 
sermann reaction in doubtful conditions of 
this important organ. Too many times when 
using iodides for diagnostic means he 
places himself in position with the man 
who when in doubt of malaria administers 
quinine. 


The surgeon has to be ever on the most 
acute alert, for his errors are the most 
widely known and subject not only to his 
own downfall in diagnosis and operative 
measures, but his mistakes are more pal- 
pable and he is more prey to the courts 
than all the others combined. It is there- 
fore up to him to make good in both diag- 
nosis and operation to be able to maintain 
himself in the community. He must be 
able to distinguish between chancre and 
epithelioma of the lip, cancer, tuberculosis 
and syphilis of the testicle, gummata and 
cancer of the brain, syphilitic disease of 
the bone, bone neoplasm and pyogenic 
osteomyelitis, syphilis and ulcer or cancer 
of the stomach, gumata and cancer of the 
liver. Syphilitic peritonitis and tubercu- 
losis of the intestines. Tubercular cervical 
adenitis and the syphilitic variety of this 
disease which are so commonly confused. 
Syphilitic stricture of the intestine re- 
sembling cancer, all of these and many 
more too numerous to mention, he must 
be in some measure able to detect and 
operate upon or be able to cure by some’ 
other measure. Just how is he going to 
be able to accomplish such a task? 


Shortly more than a decade ago he was 
handicapped in recognizing and treating 
latent syphilitic conditions, having only 
history of the case and subjective symp- 
toms to guide him. But over the hill came 
the last specialist which has done so much 
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to enlighten us upon this and many other 
conditions pertaining to medicine. He has 
done as much for medicine as the Amer- 


ican Doughboys did towards winning the 
war. 


Biologic chemistry is now such a 
valuable force in medicine, and has ad- 
vanced with such enormous strides during 
the last few years that we cannot get along 
with present day practice without its in- 
valuable aid. I dare say that the name 
Wassermann has been written more during 
the last fifteen years than any other name 
connected with medicine; and his dis- 
covery has done more for the human race 
than we at present appreciate, for it may 
eventually rid mankind of one of its most 
dreaded diseases. We do not now make use 
of this valuable adjunct in our routine ex- 
amination of our patient to the extent that 
we should, and no examination is complete 
without a serologic examination of his blood 
especially so when the United States Pub- 
lic Health and State Laboratory gives such 
examinations free. I am loath to say that 
too many times the name, “I Guess”, 
should appear on our history sheet instead 
of our own, especially when we fail to ap- 
pend a Wassermann report. 


The Surgeon-General’s office will show 
that a large per cent of negroes coming up 
for examination during the World War were 
syphilitics, and if we take the trouble to 
find out, we will find especially among the 
white laboring class as well as among the 
negroes in industrial work many syphilitics. 


We can do no greater work for the in- 


dustries that we represent than have a 
Wassermann made on all injured patients, 
so that we can institute appropriate treat- 
ment to the end that the injured, the em- 
ployer, and the doctor as well, will not 
have a long drawn out treatment and con- 
valescence. Just here I would say that there 
is one condition in which the Wassermann 
negative might lead to error, that is, in old 
bone syphilis in many instances the Was- 
sermann reaction will be negative. It is 
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in these cases that radiology will often 
prove helpful in clearing up the diagnosis 
of certain conditions which are brought to 
the surgeon for operation but in actual 
need of only specific treatment to save a 
limb from amputation or usefulness. 

What appears to be an ordinary syno- 
vitis or bursitis is treated a great many 
times without any improvement being ef- 
fected, subsequently when the nature of 
the trouble is diagnosed as_ syphilis and 
active treatment given, the condition rap- 
idly subsides. This holds true not only for 
the cases that have been treated con- 
servatively but also for those that have 
been operated upon and have failed to heal. 
Non-union in many fractures has syphilis 
as a causative factor and will never unite 
under any other measures than active anti- 
syphilitic treatment. 

Finally, there is one consideration about 
the subject that bears an important rela- 
tion to the doctor in any line of work, that 
is he may be accidently infected and it may 
mimic other lesions subjectively and ob- 
jectively. 


DISCUSSION. 


Dr. H. R. Hayes (Jackson): I do not know of 
any subject that reaches every phase of medical 
practice and surgical practice as does syphilis. 
Osler said, “Know ye syphilis in all of its dif- 
ferent stages and manifestations, and all things 
clinical will be added unto you.” 


In going around over the state and talking to 
the different physicians who are in charge of in- 
dustrial work, I find they are coming more and 
more to realize the importance of examining care- 
fully into the patient’s syphilitic history. A 
patient is hurt in an accident; he has had no 
manifestation of syphilis at all, but it will light 
up, and lots of times we are unable to get that 
patient back to work for a number of months 
on account of his syphilitic lesions. Of course 
they all deny syphilis, but a Wassermann when 
this patient was applying for the industry would 
have saved the industry a whole lot of money. 


Regarding physicians who are infected, I know 
of six physicians who have been innocently in- 
fected and they are all high class men and they 
are suffering right now, and I dare say none of 
these physicians are taking adequate treatment. 
It is a strange thing to me that physicians are 











so careless about themselves. 


They become in- 
fected and they know they must be under treat- 


ment constantly; on 


they go and give the 
other fellow the proper treatment, but they will 
not take it themselves, One physician especially 
is in my mind right now. 
years 


I talked to him some 
ago—he had a wonderful knowledge of 
syphilis and how to treat the other fellow, but 
he told me he was only taking two or three 
doses of arsphenamin every year. These patients 
should be treated constantly without a rest for 
at least one year and then after that if it is 
necessary. In other words, given a patient who 
has just had a chancre, we have no right to stop 
treatment, that patient should be treated straight 
along for at least a year and then if the Wasser- 
mann is positive or if there is any clinical evidence 
of syphilis he should be treated constantly for the 
second year. Every patient should be treated be- 
fore he is even put on the rest treatment at least 
a year, and three years preferably. I believe the 
men treating syphilis are coming to the view that 
no patient should be allowed to marry for at 
least five year. 


The Doctor has read a splendid paper and I 
appreciate it very much. 


Dr. L. S. Lippincott (Vicksburg): I want to 
endorse everything Doctor Payne has said about 
the routine Wassermann examination. I am in the 
laboratory business, but I am not drumming up 
trade. However, I do believe that a routine Was- 
sermann is a mighty important thing, especially 
in hospital cases, It is important in clinical cases, 
but more so in hospital cases. We have been 
using it routinely in both hospital and clinic cases, 
and we find that about 15 per cent. are positive. 


Not long ago we had a tumor sent in for 
microscopic diagnosis. A Wassermann had not 
A Was- 
sermann was made and it was positive. You will 
find many surprises if you make routine Was- 
sermanns, and it will help you in your work. 


Dr. S. A. Sheeley (Gulfport): The Doctor’s 
paper emphasized some of the benefits to be de- 
rived from following the requirements of the 
American College of Surgeons. 


been done. We found it was a gumma. 


When we organ- 
ized our staff a few years ago we put down a 
few things as routine, Soon we found that we had 
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to add other things as routine, one of which was 
that in this section we had to examine routinely 
for malaria. Then we soon found we had to ex- 
amine the stools as routine on account of the hook 
worm infection in this section. We have not yet 
added the Wassermann to our routine, but I think 
on account of the lack of this routine Wassermann 
some of us have gotten into trouble. 


some time ago we 


I remember 


removed a_ testicle from a 


patient, and as all pathology that is not apparent 
is submitted to the pathologist, this was submitted 
to him, and of course he laid me out good and 
proper. He added a little note at the end of his 
letter saying that that was not the first testicle 
he had examined and found it to be a gumma. 
The patient rolled up a 4 plus Wassermann right 
away and of course had the necessary treatment. 
Then another incident in this particular hospital 
—I saved a man from a_ serious operation for 
kidney trouble along the same lines. He rolled 
up a 4 plus, too. So there are cases all along 
the line. The thing I want to emphasize is that 
we should make more careful study of our cases. 
I am not inclined to believe that we ought to 
have a routine Wassermann, because some of our 
patients are not able to pay for it, and then other 
times things dre so apparent that you would not 
feel that a Wassermann was justified. 


Dr, A. G. Payne (closing): I would just like 
to say along the line of this paper that there are 
so many conditions, for instance, gumma of the 
brain, that you would not feel justified in treating 
unless you had a Wassermann report. I have had 
several cases of that kind and I was unable to 
distinguish between gumma and cancer. In fact, 
I might have though it was cancer, but the blood 
Wassermann showed positive. It is remarkable 
how these cases will clear up. There will be a 
bulging of the side of the head that will clear 
up with a half dozen doses of salvarsan or neo- 
salvarsan. 


I am glad Doctor Sheeley mentioned the testicle. 
I think it is a crime for any surgeon to remove 
a testicle until he has not only had a Wassermann 
made, but until he has given sufficient anti- 
syphilitic treatment to be not only clinically but 
therapeutically certain that this condition does 
not exist in that patient. 


There are various phases I might mention, but 
the subject has been forcibly brought to the at- 
tention of the doctors, and I am glad that the 
doctors have given the paper as much discussion 
as they have. 
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TRAUMATIC AND SIMULTANEOUS 
DISLOCATION OF BOTH 
SHOULDER JOINTS* 


AIME PAUL HEINECK, M. D., 
CHICAGO. 


Simultaneous traumatic dislocations of 
both humeri form the subject matter of this 
paper, based exclusively upon the analy- 
tical study of all cases (fifty-eight in num- 
ber) reported in the English, French and 
German literature from 1836 to 1923, sup- 
plemented by the clinical observation of 
one personal case. All the cases were (a) 
in location, bilateral, (b) in occurrence, 
simultaneous or immediately successive, 
and always caused by the same accident, 
(c) in nature, complete, (d) in causation, 
unquestionably traumatic. With one ex- 
ception (1), the condition had never pre- 
viously occurred in the same individual. In 
another case (2), both shoulders had been 
dislocated, the left six years, the right 
fourteen years previously. We have not at- 
tempted to discuss completely bilateral 
shoulder dislocations ; only clinical facts and 
anatomical lesions reported in the original 
article have been analyzed and summarized. 


These dislocations differ in type, in 
clinical manifestations and present various 
associated injuries of the articular and 
peri-articular tissues (osseous, nervous, vas- 
cular, etc.) Early and complete reduction, 
correction (operative or non-operative) of 
the coexisting complications, and institution 
of judicious after-treatment (massage, 
mechano-therapy, electricity, etc.) mini- 
mize, in fact almost always completely 
overcome, the anatomical deformity and 
the functional disability incident to shoul- 
der dislocations. 


We discarded cases of habitual disloca- 
tion. Habitual or recurrent dislocation is 
a condition of joint instability character- 
ized by repeated, frequent and complete 





*The numbers in the article refer to illustrative 
cases, for which see the bibliography. 
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abnormal separation of contiguous joint- 
surfaces. It occurs upon slight provocation 
and if often consecutive to a traumatic dis- 
location. It may be asssociated with or de- 
termined by (a) abnormal laxity or bag- 
giness of the articular capsule, the re- 
sultant of a previous injury; (b) paralysis 
of one, of several, or of all the periarticular 
muscles. The tonicity of the periarticular 
muscles maintains in normal contact the 
glenoid cavity and the articular head’ of the 
humerus, (c) non-union or faulty union 
of fractures of the glenoid cavity, of the 
articular head of the humerus, etc.; (d) 
non-union or vicious union of a fracture of 
one or of both humeral tuberosities; (e) 
traumatic detachment from their insertion 
of one or more of the rotators, of the 
humeral head. When the external rotators 
are detached, with or without a lamella of 
bone, the action of the subscapularis 
predominates and a forward displace- 
ment of the head of the bone is easily ef- 
fected. When the subscapularis is detached, 
with or without its osseous insertion, the 
action of the external rotators is no longer 
counterbalanced and backward dislocation 
of the humeral head may result ;(f) trau- 
matic separation of one or more of the 
upper epiphyses of the humerus _;(g) 
anatomical defects of the glenoid cavity. 


Incomplete, congenital, pathological, or 
spontaneous dislocations and those that 
were not simultaneously bilateral, are out- 
side of the scope of this paper. 


The fifty-nine cases herein considered 
present the following features: (a) All 
were traumatic in causation and complete 
in nature. (b) All were bilateral in loca- 
tion, though not always symmetrical. (c) 
All were simultaneous in incidence; both 
shoulders being dislocated within a few 
minutes’ interval. Though not always due 
to the same immediate exciting factor, they 
were all caused by the same accident. A 
passenger fell with others from the top of 
an omnibus as the vehicle overturned. It 
was his belief that, in falling, he had dis- 
located one shoulder, and that his other 















shoulder had been dislocated by a friend 
falling on it (3). (d) All the joints affected 
were, previous to the disclocation, free 
from structural abnormalities, as far as can 
be determined by the text. 


Bilateral shoulder dislocations occur in 
both sexes and at all periods of life. Our 
series of collected cases shows that they are 
more frequent in males than in females; 
forty-seven males and eleven females. My 
patient was a housewife fifty-six years old. 


The external violence which dislocates 
the humerus in adults, in children com- 
monly gives rise to elbow dislocations, to 
fractures of the clavicle, to humeral 
epiphyseal separation. Bilateral shoulder 
dislocations are very rare before the twen- 
tieth year. The youngest patients in our 
series were a male nineteen years old, and 
a female twenty-one years old. In advanced 
life, shoulder dislocations are equally rare, 
the oldest patient being a female eighty-six 
years old (4). In eighteen cases the age 
incidence is not stated; in the other cases 
it was as follows: 





39. poate... seh ealicabaies 1 case 
Sh he eo pee. eee 
ee eae sai 5 cases 
A i 11 cases 
I a 10 cases 
Oe He kas eee cence 5 cases 
Pe OR Res 1 case 

86 years 1 case 





- Bilateral simultaneous shoulder disloca- 
tions are either caused by external violence, 
direct or indirect, or by muscular action, 
acting singly or co-jointly. Violent shocks 
or wrenches acting simultaneously on the 
two arms can produce simultaneous bila- 
teral shoulder dislocations (24). 


The mechanism of displacement can only 
be surmised (twenty-five cases) (a) in 
cases not-reported with adequate data. 
Case 19 gave no history of previous dislo- 
cations and though both shoulders were con- 
siderably bruised and swollen, it remains a 
question of conjecture whether one or both 
dislocations were caused by the fit or the 
fall; (b) in cases in which the mechanism 
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of displacement is either not stated (dis- 
secting—(5) or postmortem-room subjects 
(6, 24), or not described in detail. In case 
16, a woman fell forward head-first from 
the platform of a moving street car; (c) in 
cases in which the productive violence is 
complex in nature. 


In five cases (7, 14, etc.) it was definitely 
reported that the dislocations were caused 
by violent muscular contractions incident 
to epileptic convulsions. In case 8, puer- 
peral convulsions were the causative fac- 
tor. In five other cases muscular action 
was the provocative force. 


The remaining cases were caused by ex- 
ternal violence, the causative force being 
applied either directly to the shoulder or 
transmitted indirectly to the articulation, 
as by a fall upon the outstretched hands, 
upon the extended elbows (9). 


Examples of dislocations due to indirect 
violence follow. In case 20, patient was 
thrown from his cart and fell head down- 
ward, alighting upon his hands. In case 
21, a porter, to receive a sack of grain 
upon his back, leaned forward and held on 
to the rear of his wagon with both hands. 
While still holding fast to the wagon, the 
sack fell heavily on the back of his neck 
and violently forced the trunk of his body 
forward. In case 24, the forcible elevation 
and traction of the arms caused the head 
of the humerus to impinge on the lower 
border of the capsule, thus favoring its 
exit. In case 25, patient, working upon a 
scaffold, lost his footing and fell, striking 
the ground with both elbows at the same 
time. In case 17, the forcible elevation of 
the arms by a fall through a narrow trap- 
door thrust both humeral heads out of 
their sockets. In case 18, patient fell into 
the water. He was pulled into a neighbor- 
ing tug by his extended arms and imme- 
diately felt severe pain in both shoulders 
and arms; both humeri were dislocated. My 
patient fell from a ladder, striking the 
ground with both hands, arms and fore- 
arms being fully extended. 
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From the standpoint of prognosis and 
treatment, shoulder dislocations can be 
classified as recent and old. Dislocations 
become old through faulty diagnosis, faulty 
attempts at reduction and often through 
surgical neglect. In old dislocations, the 
articulation itself and the peri-articular 
tissues are the seat of structural changes. 
The anatomical relations of the head of the 
humerus and of the glenoid cavity are alt- 
ered. The glenoid fossa may be partly or 
wholly obliterated by cicatricial tissue, cal- 
cified cartilage, etc. Case 5 presented fully 
developed false shoulder-joints. In old dis- 
locations the various bloodless manipulative 
and other non-operative procedures are 
often, owing to these changes, powerless to 
effect either an anatomical or a functional 
cure. There were eight old dislocations 
varying in age from six weeks (22), nine 
and one-half weeks to several years. Cases 
8, 9, etc., were of several months’ standing. 


All cases not referred to before (dissect- 
ing—and autopsy-room cases excluded) 
were recent in nature. My case was seen 
and reduced two hours after its occurrence. 


There are several anatomical classifica- 
tions in current use. Lack of uniformity 
in nomenclature is regrettable, is mislead- 
ing. We have, in each case, quoted the 
reporter’s words. In thirteen cases (3, 5, 
6, 7, 8, 20, etc.), the anatomical type of 
displacement is not stated or is not pre- 
cisely described. The exact anatomical re- 
lations of the displaced head are either not 
given or unqualified expressions as “back- 
ward” or “downward” displacement are 
used. 


In thirty-six cases both dislocations were 
of the same anatomical type, and were 
symmetrical or closely symmetrical. In 
case 11, a double “luxatio erecta”, the 
humeri were fixed in vertical elevation, 
both glenoid fossae were empty, both 
shoulders presented a distinct hollow be- 
neath the acromion process, and in each 
axilla the humeral head could be palpated 
as a hard, globular mass. In a bilateral sub- 
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clavicular dislocation (12), each humeral 
head was lying against the second and third 
ribs, just below the clavicle. In case 18, a 
bilateral intra-coracoid dislocation, the head 
of each humerus could be felt to the inner 
side of its corresponding coracoid process; 
the inward displacement was more marked 
on the left side. Case 14, was a bilateral 
and symmetrical subspinous dislocation, 
each humeral head being palpable beneath 
the spine of its corresponding scapula. 


Different reporters use unlike terms to 
designate like displacements. The descrip- 
tion given in the case reports does not en- 
able one to differentiate subglenoid dislo- 
cations from those termed axillary. Never- 
theless, we use here the nomenclature found 
in the original publications. In two cases 
(13, etc.,) the reporters state that the head 
of the bone was displaced into the axilla. 
In my case, the head of the bone was pal- 
pable on each side immediately below the 
coracoid process of the scapula. 


In six cases the dislocations were bila- 
teral and in the same general direction, but 
dissimilar in anatomical type. A subglenoid 
and a subcoracoid dislocation were present 
in three cases (10, etc.). In case 15, the 
left humerus was displaced into the axilla, 
the right under the clavicle. In case 23, the 
left humeral head rested on the anterior 
margin of the lower border of the scapula 
just below the glenoid cavity, and the 
right humeral head was prescapular, lying 
between the anterior surface of the bone 
and the subscapularis muscle. Case 4 pre- 
sented a subcoracoid and an intracoracoid 
dislocation. 


Very little demonstrated pathology is re- 
corded in the case reports because these 
dislocations, (a) unless complicated by great 


shock (11), associated injuries (6) sen- 
ility, marasmus (4), etc., are not fatal and 
therefore rarely come to the autopsy table; 
(b) unless irreducible by bloodless methods, 
they do not reach the operating-table. To 
conform to the plan outlined at the be- 
ginning of the article, we record only the 
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pathology actually demonstrated and re- 
ported in our series of cases. 


In shoulder dislocations, the articular and 
peri-articular soft tissues (4) are contused, 


lacerated and infiltrated with blood. The 
synovial fluid is blood-tinged and increased 
in amount (12). A tear of the joint cap- 
sule (4, 12, 23), through whigh the head 
of the bone has escaped from its normal 
habitat, is present in all cases. The greater 
frequency of forward and downward dis- 
placements is due to the fact that the cap- 
sular tear is usually on its anterior and in- 
ner portion (4), at its lower aspect. The 
capsule at its lower portion is not re-en- 
forced by any ligament or muscle. The 
capsular tear and the untorn portion of the 
joint capsule control, determine in a large 
measure the type of displacement. In 
some cases there is recorded a detachment 
of the subscapularis, the teres minor, the 
supra- and infra-spinatus muscles, singly 
or together, from their insertion. At times 
a bony fragment consisting of the outer 
shell or cortical layer of the humerus is 
torn off with these muscles. Fractures of 
either the greater or lesser tuberosities are 
not uncommon. They vary in extent, may 
constitute a formidable obstacle to reduc- 
tion and predispose to reluxation. 


The diagnosis of these fractures is dif- 
ficult (23) because the detached fragment 
cannot often be felt and crepitus cannot 
often be elicited. A valuable aid to diag- 
nosis is the radiogram; but one must bear 
in mind that a torn subdeltoid bursa full 
of clotted blood may, by throwing a shadow, 
simulate a bone-fragment. 


The following associated injuries are 
recorded: Bilateral fracture and detach- 
ment of the greater tuberosities (23), 
fracture of the right coracoid process near 
its base (23), compression of the axillary 
nerves and vessels (11), contusions of 
various portions of the body. As distal, 
though not related, associated injuries, the 
following are reported: Skull fracture 
(23), fracture ofthe lower third of the 
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femur, compound fracture of the middle 
of the left leg, complete (bilateral) dislo- 
cation of the jaw, gangrene of right foot. 
Fracture of the surgical neck of the 
humerus was not present in a single case. 
It is not rare in unilateral dislocations. 


Some symptoms are common to all 
shoulder dislocations: (pain) (9, 20, 24); 
loss of function (16); rigidity (22); 
“patient is unable to use his arms”; in my 
case the loss of function and joint-rigidity 
were complete. There are symptoms that 
occur only in certain types of displace- 
ments: the location of the humeral head, 
the position of the elbow, etc., differ in 
the various anatomical forms. In compli- 
cated cases, one finds, in addition, the 
alterations of function, of structure and of 
contour due to the co-existing injuries. 

In all bilateral shoulder dislocations, 
note the direction of the axis of each 
humerus, note the relations of the bony 
landmarks of the shoulder region, note the 
extent of functional impairment and the 
degree or range of joint-mobility. Any de- 
viation from the normal is symptomatic of 
underlying pathology. 


In unilateral dislocations, to establish 
a diagnosis, one compares the injured 
shoulder with the unaffected. In bila- 
teral dislocations, the clinician cannot 
avail himself of this aid as both shoulders 
are, most always, symmetrically deformed, 
the measurements of both sides often not 
differing half an inch; at times they are 
similar (16). In my case, the measure- 
ments of both arms were practically iden- 
tical. Secure full exposure of both shoul- 
ders by divesting upper portion of chest 
of all unnecessary clothing. 


The rotundity of the shoulder depends 
partly on the head of the humerus being 
in its proper place and partly on the in- 
tegrity of the deltoid muscle. Therefore, 
in all inward, downward or backward dis- 
placements of the head of the humerus, 
the normal contour of the shoulder is lost 
and there is present a double deformity: 
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a distinct flattening of the shoulder region, 
due to the absence of the head of the bone 
from its normal place, and an abnormal 
bulging due to the presence of the dis- 
placed head in its new habitat. In dis- 
locations, the deltoid slopes straight from 
the acromion, or sinks in, having an in- 
dented appearance at its insertion. An 
empty glenoid cavity (9, 16) and abduc- 
tion of the arm accompany all shoulder 
dislocations. The roundness of the shoul- 
der is not present. “Both shoulders were 
flattened and both arms were abducted 
from the chest wall” (16, 24). In my 
case, though patient was obese, the empti- 
ness of the glenoid cavities could be dem- 
onstrated and the flattening of both shoul- 
ders was typical. 


In all shoulder dislocations, the head of 
the bone can, by painstaking inspection 
and palpation, invariably be detected in 
an abnormal location. “The head of the 
humerus could be readily felt under the 
pectoral muscle” (10). In posterior dis- 
locations, the humeral head is readily felt 
upon the dorsum of the scapula. “In each 
axillary space, the head of the corre- 
sponding humerus could be palpated” 
(17). In case 18, the head of the right 
humerus was below and a little to the 
inner side of the coracoid process; the 
head of the left humerus lay farther in- 
ward. In case 9, and in my case, the 
humeral heads could be felt under the 
coracoid processes; rotation of either arm 
caused rolling of the corresponding ball- 
shaped head. 


In all bilateral dislocations of the 
humerus there is a distinct hollow or 
hiatus beneath the acromion process (10, 
18), this hiatus being less noticeable in 
sub-acromial dislocations. 


In old and recent dislocations, the de- 
formity is so characteristic that the 
diagnosis is often made by inspection and 
palpation. In obese and muscular indi- 
viduals, exact diagnosis is more difficult. 
“There was a hiatus under each acromion, 
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but in consequence of the mass of adipose 
tissue it was fot possible to feel the head 
of the humerus in the axillary space (13). 


In all cases, it is advisable to have both 
shoulders radiographed. The radiograms 
Serve as a record, as a guide; they often 
clear up many unsuspected conditions 
(16), and establish the diagnosis upon an 
indisputable basis. “The head is displaced 
downward; it is entirely below the glenoid 
cavity, and is away from the thoracic 
wall” (11). In my case, on both sides, the 
radiograms showed distinctly the integrity 
of the acromion, of the coracoid process, 
of the clavicle, of the head and anatomical 
and surgical necks of the humerus. The 
acromio-clavicular articulations were nor- 
mal. Each humeral head was away from 
the chestwall, was away from the glenoid 
fossa and immediately below the coracoid 
process. Radiograms show the exact loca- 
tion of the humeral heads, reveal the pres- 
ence or absence of complicating osseous 
lesions; fractures of the humerus, of the 
surgical neck and coracoid process of the 
scapula. They remove doubts from the 
clinician’s mind. Stereoscopic pictures are 
less liable to misinterpretation. 


Complicating injuries of the nervous 
system are evidenced by motor, sensory 
and trophic disturbances. Some of these 
nervous lesions are irremediable; others, 
such as contusions, compression, stretch- 
ing and division (partial or complete) give, 
under appropriate treatment, a hopeful 
prognosis. At the first examination, one 
should exclude an involvement of the cir- 
cumflex or other nerves; sometimes the 
nerve involvement affects all the muscles 
of the upper extremity. “One month after 
reduction of the dislocations, patient was 
unable, owing to a partial paralysis of the 
deltoid, completely to elevate left arm” 
(24). In non-reduced cases, the nerves 
may be compressed by scar-tissue. By 
taking the pulse, one is enabled to ascer- 
tain the presence or absence of important 
vascular injuries. 












Including my personal case, we analyzed 
fifty-nine cases. Six cases, for various 
reasons, were untreated. In case 6, pa- 
tient was dead at time of diagnosis. Case 
23 died from a skull fracture five hours 
after being brought to the hospital. In case 
12, patient died from a broncho-pneumo- 
nia shortly after admission to hospital and 
before the dislocations were reduced. Case 
5 was a dissecting-room subject. To these 
may be added a case of double luxatio 
erecta (11); the dislocations were reduced 
but patient died of shock from the asso- 
ciated injuries. There were eight old dis- 
locations; their treatment and the results 


obtained are discussed at the close of the 
article. 


































































Recent dislocations are reducible or irre- 
ducible. Primary irreducibility is usually 
due to some complication. Associated frac- 
tures, detachment of either humeral tuber- 
osity, especially if the detached fragment 
lie in the glenoid cavity, hinder reduction, 
predispose to recurrence. The indication 
to suture or nail the detached fragment to 
its normal place may prevail. 











Recent dislocations call for immediate 
reduction. At the outset, let us empha- 
size that the treatment of choice is non- 
operative. In the treatment of shoulder 
dislocations, operation is a last resort. Only 
two recent dislocations were subjected to 
operation. In case 18, the dislocation on 
the right side was reduced with the aid of 
ether anesthesia without much difficulty. 
All manipulative efforts failed to reduce the 
one on the left side. On the following day 
» the joint cavity and the left humeral head 
were exposed by an anterior incision. The 
humeral neck was crossed above on its 
outer side by the untorn tendon of the 
subscapularis. - 














































































































Anesthesia facilitates reduction, it abol- 
ishes pain, it overcomes muscular spasm 
and the patient’s resistance; with its aid, 
one can by gentle manipulation gradually 
break up adhesions opposing reduction. It 
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is especially serviceable in muscular in- 
dividuals. 


In five cases (2, 16, 21, etc.) in which 
reduction was obtained by non-operative 
methods, the text makes no reference of 
the use of anesthesia. 


In nineteen cases (10, 15, 20, etc.), non- 
operative methods, unaided by anesthesia, 
successfully. effected reduction. In some 
cases, one humerus is easily reduced with- 
out anesthesia, while the reduction of the 
other necessitates anesthesia. In twelve 
cases, to effect reduction, non-operative 
methods had to be supplemented by gen- 
eral anesthesia (4, 24, chloroform, ether, 
etc.). In my case, to secure reduction, the 
patient was etherized. 


In every recent case but one (18) in which 
non-operative methods were employed, the 
head of the bone was successfully replaced 
in its normal habitat. At times, one side is 
reduced easily, but to effect reduction of 
the opposite side, difficulty is experienced 
(13); anesthesia may be required. In 
many cases, the clinicians noted the occur- 
rence of a peculiar jerk, of a distinct 
audible snap upon return of the bone to 
its socket (4, 10, 20, etc.). Instant relief 
from pain often follows reduction. In 
seven cases (21, etc.) it is not stated that 
attempts at reduction were made. 


Among the non-operative methods, 
Mothe’s method was used in one case (4), 
Kocher’s method in ten cases (1, 17, 24, 
etc.). In the remaining twenty-seven 
cases reduction was effected by various 
bloodless manipulative procedures sup- 
plemented by extension and counter-exten- 
sion (13, 20, etc.). The extension is made 
by the operator, his assistants, weights or 
pulleys, counter-extension, by axillary pads, 
by heel in the axilla (10, 15, etce.). In 
fifteen cases the method employed to 
secure reduction is not described in detail 
(3, 7, etc.). 


After reduction, the shoulder must be 
immobilized long enough to allow the re- 
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pair of the capsular tear. It is also im- 
perative that passive and active motion, 
and massage, be instituted early enough 
to avoid ankylosis. 


The treatment of old dislocations re- 
quires great care and individualization. 
Owing to the close interrelation of treat- 
ment and results, it is best that they be 
discussed together. There were eight old 
dislocations of from six weeks to several 
years standing. In old dislocations, the 
difficulty of reduction is due to various 
factors: Cicatrization and contraction of 
the capsular tear, inflammatory adhesions 
binding the head of the humerus to the 
surrounding structures, obliteration of the 
glenoid cavity, adhesion of the joint-cap- 
sule to the periphery or to the entire 
glenoid fossa, interposition of tendon or 
muscle, etc. 


Some old dislocations are amenable to 
bloodless manipulative procedures, others 
require operative aid. Though not always 
successful, the former should always be 
first attempted; successful bloodless manip- 
ulative methods secure better functional 
and anatomical results than operative treat- 
ment. When manipulation, traction by pul- 
seys, etc., supplemented by anesthesia, fail 
to obtain reduction, operation, if not con- 
tra-indicated, is to be performed. Arth- 
rotomy permits direct inspection of the 
articulation and of the contiguous struc- 
tures. It enables the operator to determine, 
to*remove obstacles to reduction. “The 
tendon of the triceps prevented the head 
of the bone from reascending and slipping 
back into its normal place” (11). 

Unreduced dislocations are accompanied 
by deformity and disability, varying in de- 
gree, but permanently impairing the earn- 
ing capacity of a handworker. Operative 
treatment has a very low mortality, almost 
nil, and though final results are not always 
perfect, pain and circulatory disturbances 
are relieved. There follows a very fair 
restoration of function. 


HEINECK—Traumatic, Simultaneous Dislocation of Shoulder Joints. 


In elderly people, forcible attempts at 
reduction of old shoulder dislocations has 
fractured the humerus. During careful 


attempts at reduction of a dislocation of 
several months’ standing, the humerus has 
been fractured immediately above the in- 
sertion of the deltoid muscle. Atrophy, 
adhesions of the surrounding muscles and 
soft parts and adhesions of the torn joint- 
capsule, all these tend to make, at times, 
reduction by manipulation difficult, impos- 
sible, or extremely dangerous. In case 8, 
seven months after the accident, reduction 
was secured by bloodless methods. In case 
9, though the humeral heads had re- 
mained out of their sockets twelve weeks, 
reduction was effected by manipulative 
methods (elevation of the arms, etc.) with 
the aid of anesthesia. Joint-motion was 
not fully recovered. On right side, arm 
could be abducted to the horizontal; on 
left side functional recovery was more in- 
complete. In case 22, the value of judi- 
cious persistency is demonstrated. One 
month after the accident two attempts, two 
days apart, were made under anesthesia to 
reduce the dislocation with the aid of pul- 
leys. They were unsuccessful. Two weeks 
later another surgeon effected reduction by 
the aid of pulleys. 


Do not resort to a cutting operation un- 
less you are convinced of the futility of 
further use of non-operative procedure. In 
the young, reduction is more easily effected, 
presents less difficulty than in adults, and 
bloody intervention is rarely justified. In 
one case, during attempts at reduction of 
the dislocation on the one side, the humerus 
having been fractured above the insertion 
of the deltoid, the joint was opened. Owing 
to the partial obliteration of the glenoid 
fossa by cicatricial tissue and by osteo 
phytic outgrowths, reduction was difficult. 
The glenoid cavity was cleaned out, and 
cicatricial bands opposing reduction were 
cut. The head of the bone was replaced in 
its normal position. Three months later 
the arms could be abducted to the hori 
zontal. Sir Joseph Lister operated on ont 
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case nine and one-half weeks after the 
accident. Each humerus was protruded 
through the incision and all the rotators 
divided at their insertion; at the second 
attempt “the pulleys drew the bone into the 
proper position.” Two months after dis- 
charge, patient came to the hospital for 
inspection and it was seen that arms could 
be raised to a right angle with only slight 
movement of the scapula; rotation was 
much improved. Patient stated that he 
could do hard agricultural work as well as 
ever. 


The incision giving access to the articu- 
lation may be made along the posterior or 
the anterior axillary fold. All cicatricial 
bands impeding reduction are cut, mus- 
cles preventing reduction are divided and 
subsequently sutured. The head of the 
bone being replaced into the joint-capsule, 
the latter is closed as completely as 
possible. 


In the recent dislocations, the ultimate 
results are recorded in some cases; not 
mentioned (twenty-eight cases) in others. 
In eight cases (15, 17, etc.) recovery was 
complete. In some of the remaining cases 
the late results are reported as follows: 
“Eight weeks after accident patient was 
quite well’; “seven weeks after accident 
patient was able-to do light labor”; “pa- 
tient suffers from chronic rheumatism; 
function has been slow in returning; it is 
not yet complete”; “five weeks after in- 
jury arm could be elevated to horizontal 
position”, etc. 


The prognosis in bilateral shoulder dis- 
location is influenced by many factors, chief 
among which should be mentioned, age of 
the patient and of the dislocation, the 
patient’s occupation, the associated in- 
juries and the treatment instituted. As a 
rule, the older the patient the longer the 
period required for recovery. As to the 
age of the luxation, it is agreed that dis- 
locations call for immediate reduction. 
Sequelae are thereby forestalled; nothing 
is gained by delay. Convalescence is 
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longer in handworkers than in intellec- 
tuals; delicate hand movements are late in 
returning. Associated injuries require ap- 
propriate treatment. In some cases full 
function is not restored before the de- 
tached muscles or tuberosities are perma- 
nently fixed in their normal place. 


Bloodless manipulative methods, supple- 
mented by electro-mechano- and hydro- 
therapy give the best results. The two dis- 
locations, right and left, are reduced sep- 
arately, usually by the same method and 
at the same sitting. The duration of im- 
mobilization varies in different cases: 12 
days, 5 weeks, etc. We are of the opinion 
that most clinicians err in prolonging com- 
plete mobilization beyond two weeks. 
About the tenth day gentle passive motion 
and massage and electrical treatment 
should be instituted. 


After an arthrotomy and division of ex- 
tensive adhesions, even though the bone is 
replaced to its normal position, some joint- 
stiffness is to be expected. This is gen- 
erally compensated for by a movable 
scapula. The restoration of the rotundity 
of the shoulder and the absolute relief of 
pain give much satisfaction to the patient. 

After reduction of the dislocations both 
shoulders are immobilized, the arms fixed 
in front of the chest by adhesive plaster, 
bandages, etc. The patient is practically 
helpless; he cannot feed himself, he can- 
not dress himself, he cannot attend to 
many of his other needs; he must be pro- 
vided with an attendant until recovery is 
effected. 
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SOME ASPECTS OF TUBERCULOSIS 
IN A GENERAL HOSPITAL.* 
I. L. ROBBINS, M. D., 
Medical House Officer, Charity Hospital, 
NEw ORLEANS. 


The purpose of this paper is to present 
some of the aspects of Pulmonary Tubercu- 
losis as observed by the House Physician 
in the medical wards of the Charity 
Hospital. 


That the subject is one of too great pro- 
portions to permit of any elaboration or 
detail is obvious. In the time allotted I 
can only hope to touch upon a few of the 
many important and interesting phases of 
this disease. Pulmonary Tuberculosis, in 
spite of the immensity of the information 
that has accumulated concerning it, still 
remains a stumbling block to the physician 
with many vital problems yet unsolved. 


Of 2,078 deaths from all causes for the 
year 1924 at Charity Hospital, 202, or 10%, 
were caused by Pulmonary Tuberculosis. 


The total number of discharges for the 
year 1924 at Charity Hospital was 21,907, 


*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21-23, 1925. 
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Simultaneous Dislocation of Both 
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Double Dislocation of the Shoulder. 


were more susceptible to the Acute Pneu- 





of which 602, or 2.7% were cases of Pul- 
monary Tuberculosis. Of this 602, 330 
(54.8%) were whites and 272 (45.2%) 
negroes. 


A classification of the types of the 602 
cases of Pulmonary Tuberculosis showed: 


(a) 571 cases of Chronic Pulmonary 
Tuberculosis of whom there were 
319 Whites (55.8%) 
252 Negroes (44.2%) 


(b) 20 cases of Pneumonic Phthisis 
of whom there were 
8 Whites (40%) 
12 Negroes (60%) 

(c) 11 cases of Miliary Tuberculosis 


of whom there were 
3 Whites (27.2%) 
8 Negroes (72.8%) 


Of the 602 cases there were 202 (33.3%) 
deaths, showing the morbidity of the dis- 


ease to be three times greater than the 
mortality. 


Of the 202 deaths, consisting of 99 


(49.1%) whites and 103 (50.9%) negroes 
there were: 


(a) 187 cases of Chronic Pulmonary 
Tuberculosis of whom there were 
93 White (49%) 


94 Negroes (61%) 


(b) 7 cases of Pneumonic Phthisis 
of whom there were 
3 Whites (42.8%) 
4 Negroes (57.2%) 
(c) 8 cases of Miliary Tuberculosis 


of whom there were 
3 White (37.5%) 
5 Negroes (62.5%) 


From the above morbidity and mortality 
statistics it is to be noted, that whereas 
the morbidity from Chronic Pulmonary 
Tuberculosis for the whites was 11.6% 
higher than for the negroes, the mortality 
incidence for this type was nearly the 
same for both whites and negroes, being 
2% higher for the negroes. The negroes 
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monic and Miliary types of the disease, 
as shown by both morbidity and mortality 
statistics. 


As a matter of interest, and more es- 
pecially of great importance in differential, 
a study was made to determine what num- 
ber or percentage of the tentative non- 
tuberculous diagnoses were finally proven 
to be cases of Pulmonary Tuberculosis. To 
determine this a study was made of a 
series of 213 indiscriminately chosen case 
records of patients discharged from the 
hospital within the last six to twelve 
months. In the series were 113 whites and 
100 negroes, sputa examinations were done 


on 142 (66.6%) of the cases, of which 
number 


104 (48%) were Positive 
38 “ Negative 
71 “ Not done 


In reviewing this series, I found that of 
the 213 cases, 35 had been tentatively 
diagnosed incorrectly (i. e., Non-Tubercu- 
lous diagnoses). This made an error of 
16.4%. 


The following table gives a list of the 
35 cases; the number of each with the re- 
sult of the sputum examination if done: 


No. of SPUTUM No. 
Cases Positive Negative Done 
Bilateral Salpingitis 3 2 
Pneumonia (Lobar) 1 2 
Malaria 1 
Chronic Appendicitis 
Acute Bronchitis . 1 
Arthritis 
Chronic Gastritis and Con- 
pation 2 1 
Chronic Cardiovalvular Dis- 


2 
3 


Chronic Myocarditi 

Probable Carcinoma of the 
Cervix 

Psychosis (Cause?) 
Mucous Coiitis 
Pyelitis: Mematuria: 
Probable Typhoid 
Chronic Nephritis 
Cervical Adenitis 
Chronic Bronchitis 
Acute Cholangitis 
tarrhal Jayndice . 
Influenza 


Colitis .. 


Totals 


Of the 35 cases 


16 (45.7%) had a positive sputum for 
tuberculosis bacilli 
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10 (28.5%) had a negative sputum 
for tuberculosis bacilli 

9 (25.6%) had no sputum examina- 
tion 


The report of the presence of acid-fast 
bacilli in the sputum was accepted as proof 
positive of the presence of Pulmonary 
Tuberculosis, all chances of error being 
considered. This therefore meant that the 
16 cases were absolutely proven to be Pul- 
monary Tuberculosis. Of the remaining 
19 cases with negative or no sputum, a 
careful study and correlation of the symp- 
tomatology, physical findings and X-ray 
showed at least one of the trio to be present 
to an extent sufficient to justify the final 
diagnosis of Pulmonary Tuberculosis. 


A survey of the records shows: 


1. In no case was a tuberculin test 
for diagnosic purposes used. 


Too often was the thorough his- 
tory and the complete physical 
examination sacrificed on the 
altar of the Laboratory and 
Roentgen Ray. 


In not a few of the cases en- 
tirely too much reliance was 
placed on the X-ray findings, 
little thinking that it also is 
fallable. 


The 35 errors enumerated are 
not peculiar to Charity Hospital. 


With a just consideration of the difficul- 
ties of the Admitting Officer in the proper 
performance of his examinations and the 
acknowledged difficulty of early diagnosis 
even by experienced internists, one cannot 
help but feel that a percentage of error of 
16.4% is rather small; in other words, 
83.6% of the tentative diagnoses of Pul- 
monary Tuberculosis were correct. Com- 
pare this with the statement of Larason 
Brown, that of 2,000 cases admitted to 
Trudeau Sanatorium from 1916 to 1923, 
1,725, or 81.2% of the tentative diagnoses 
of Pulmonary Tuberculosis were correct, 
and all of these patients, he remarks, were 
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sent in with a positive diagnosis of Pul- 
monary Tuberculosis. 


It was interesting to note that of the 
213 cases of Pulmonary Tuberculosis, 15, 
or 7% had a positive Wassermann reac- 
tion. In a series of 84 medical cases picked 
at random with diagnoses other than syph- 
ilis or tuberculosis there were 10% positive 
Wassermann reactions, showing 3% more 
positives for non-tuberculous than for 
tuberculous. 


Of the 15 cases with positive Wasser- 
manns, 


10 (66%) had a positive sputum for 
tubercle bacilli 

4 (27%) had a negative sputum for 
tubercle bacilli 

1 ( 7%) had no sputum examina- 
nation 


Nine, or 60% of those fifteen cases with 
positive Wassermanns died; 6 (40%) 
whites and 9 (60%) negroes. This shows 
a mortality practically twice as large as 
those cases of pulmonary tuberculosis un- 
complicated by a positive Wassermann. 


In the series of 213 cases there were 4 
cases of aneurism of the aorta revealed by 
the X-ray which were not detected by phy- 
sical examination. 


2 of the cases had a positive sputum 
1 negative 
1 not done 
Only 1 had a positive Wassermann 
2 negative 
1 not done 


The record of the pulse rate and the tem- 
perature are of paramount importance in 
the diagnosis, prognosis, stage of activity, 
and the treatment of Tuberculosis. A care- 
ful search of over 500 histories of recently 
discharged patients did not reveal a single 
case where a temperature and pulse record 
had been kept for the information so neces- 
sary in the detection of Pulmonary Tuber- 
culosis in its incipiency. In some of the 
histories occasional notes were made to the 
effect that the patient had an afternoon 
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rise of temperature, or a rapid pulse. This 
information was procured either by ques- 
tioning the patient or from the nurse’s 
chart. The nurse usually takes tempera- 
tures and pulse twice daily and so is abso- 
lutely of no value in attempting to make a 
diagnosis. From the cases I have person- 
ally examined with a tentative diagnosis 
of Pulmonary Tuberculosis, I am con- 
vinced that the two hourly temperature 
and pulse record, from 7 a. m. to 9 p. m., 
for a period of one to two weeks is the 
only satisfactory manner that this ex- 
tremely important diagnostic aid can be 
obtained. The observation of the signifi- 
cant changes of the pulse and temperature 
at rest, and then following exertion (slight 
or severe), were not apparent from a re- 
view of the records. 


Of the X-ray I shall say very little. Its 
value is inestimable. It is not only neces- 
sary that the roentgenologist be thoroughly 
conversant with the proper interpretation 
of the shadows presented by the skia- 
graph, but he must be equally aware of 
the limitations of the X-ray. At the 
Charity Hospital we are fortunate enough 
to have men who are extremely competent 
and the value of our reports is thus greatly 
enhanced. I have found that our most sub- 
stantial and enlightening results come from 
the team work or co-operation of the clini- 
cian and the roentgenologist. The X-ray 
request for a picture of the chest gives a 
summary of the history, physical findings 
and duration of the disease and it is the 
correlation of this data with the X-ray 
findings that gives us the most valuable in- 
formation. It must be remembered that 
there is no pathognomonic finding of Pul- 
monary Tuberculosis on the X-ray unless it 
be the caseo-calcareous node or the pres- 
ence of fans of varying densities. The fact 
that not all of these cases present either 
one of these findings indicates, I believe, 
that it is impossible for the roentgenologist 
to make a diagnosis from the study of a 
single plate alone. In incipient and early 
cases of Pulmonary Tuberculosis, where 
the symptomatology and physical findings 
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pointed to a suspicious pulmonic tubercu- 
lous lesion and which was verified by the 
subsequent course of the disease, negative 
X-ray findings have been reported. A 
diagnosis of non-active or healed Pulmon- 
ary Tuberculosis cannot be made from the 
X-ray plate. 


In cases with extremely mild constitu- 
tional symptoms, but with physical findings 
indicating a probability of great activity, 
the value of the X-Ray in verifying the ex- 
tensive damage in the lung, or even show- 
ing more damage than one was led to sus- 
pect from the physical examination, is pos- 
sibly one of the greatest assets to be de- 
rived from the X-Ray. Later, I shall have 
reason to say.a few more words of the 
X-Ray in connection with tuberculin. 


I will now speak of the diagnostic value 
of. the tuberculin tests. “The many utter- 
ances concerning this subject”, says Law- 
rason Brown, (speaking of Tuberculosis, 
but which remarks are equally as pertinent 
concerning Tuberculin) “often ipse dixit 
in character, are sustained not by proof but 
by weight of authority’, Misinterpreta- 
tions, traditional half truths, and a lack of 
knowledge of the indications, contradictions 
and sources of error has resulted in a de- 
plorable and great curtailment of their use. 
I have heard clinicians only recently assert 
that the tuberculin tests were useless since 
practically all adults have had or have 
Tuberculosis and will therefore give a pos- 
itive reaction. I have been assured that 
the subcutaneous test is dangerous, for 
through its use many cases of inactive or 
quiescent Tuberculosis have been lighted 
up into activity. Upon questioning these 
men further I was surprised to learn that 
they had either not employed the tests at 
all, or that their experience in its use was 
very limited. Most of the greatest authori- 
ties on Pulmonary Tuberculosis are in ac- 
cord concerning the inestimable value of 
the Tuberculin Test and the remark by 
Pottenger, (1) that from years of observa- 
tion in the employment of the Tuberculin 
Tests, particularly in cases of Pulmonary 
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Tuberculosis, he has developed a firm be- 
lief in the value of these tests is, in a gen- 
eral way, the opinion of the others. 


To my knowledge, with the exception of 
the occasional use of the Von Pirquet test 
in children in some of the pediatric services 
and the use of Intra-cutaneous Tuberculin 
Test in the Breaux Building by Dr. W. 
Durel, tuberculin tests have not been em- 
ployed in recent years in the medical wards 
of the Charity Hospital. _ 


Several months ago, I determined to 
make a study of the diagnostic value of 
the Intra-cutaneous Test of Mendel and 
Mantou-x (1908) in non-tuberculous 
patients. This test was chosen because it 
is the most reliable, most sensitive and be- 
cause of the simplicity of its technique. 
with the kind permission of the Medical 
Staff, I was given access to their ward 
patients. Owing to lack of space I cannot 
give a list of diseases upon which tests 
were done, but suffice it to say that they 
covered a great majority of the different 
diseases to be found in a general hospital. 
Because of the extreme delicacy of the In- 
tracutaneous Test and because of the fact 
that Charity Hospital patients must surely 
be reckoned among that class who are pre- 
disposed, or easily susceptible to Tubercu- 
lous infection, I feel reasonably certain 
that the results obtained must be essenti- 
ally correct and of great value as revealing, 
as Kolmer (2) says, “the full percentage of 
tuberculous infected individuals.” 


For the test Old Tuberculin (Koch) was 
employed in doses varying from 1/10 to 1 
mgm. Two injections were given each 
patient with a control of normal saline in 
the center. In no case was there a rise of 
temperature, or an infection following the 
test. The reactions were considered positive 
when they showed hyperemia, induration 
and infiltration. A few of the cases showed 
a slight redness, though no infiltration of 
the control, which was undoubtedly due to 
slight contamination from the Tuberculin. 
Several of the negroes with extremely 
marked positive reactions showed vesicula- 
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tion around the center. This was not noted 
in the whites. Where there were some 
doubtful reactions and evidence pointed 
more to a positive reading, it was so con- 
sidered. The reactions were read 48 hours 
after the injection so as to eliminate all re- 
actions of trauma and psuedo-reactions. 
The results of this study are based on the 
observation of 255 patients with non-tuber- 
culous diseases. These patients were indis- 
criminately chosen. Of the 255 tested, 179 
(70.19%) were Whites and 76 (29.81%) 
Negroes. 


The youngest case was two months and 
the oldest eighty nine years. 


Of the 179 Whites 
100 (55.86%) gave Positive Reactions. 
79 (44.14%) gave Negative Reactions. 


Of the 76 Negroes 
54 (71.05%) gave Positive Reactions 
22 (28.95%) gave Negative Reactions. 


Of the total of the Whites and Negroes, 
numbering 255, 
154 (60.39%) gave a Positive Reaction. 
101 (39.61%) gave a Negative Reaction. 


—~—Age— 


. of White Children 


2 mos. to 6 yrs. 
. of Negro Children 


8 10 mos. to 6 yrs. 


. of White Children 


6 yrs. to 15 yrs. 
. of Negro Children ............ 4 


6 yrs. to 15 yrs. 


No. and Percent 
Pos. Tuberculin Reactions. 
i egro 


Total No. 
and percent 
Reactions 


Total No. 
Cases 


1 (12.5%) 
84 2 (5.8%) 


- 18 (88.8%) 


1 (25%) 


$8 14 (36.8%) 


Of the 60 white children from the ages of 
2 mos. to 15 years. 
14 (23.33%) gave Positive Reactions. 
46 (76.6% ) gave Negative Reactions. 


Of the 12 negro children from the ages of 
10 mos. to 15 years. 
2 (16.6%) gave Positive Reactions. 
10 (83.3%) gave Negative Reactions. 


Of the total of the 72 white and black chil- 
dren from the ages of 2 mos. to 15 years. 
16 (22.22%) gave a Positive Reaction. 

- 56 (77.78%) gave a Negative Reaction. 
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Of 9 white children between the ages of 
15 to 20 years 
3 (33.33%) gave Positive Tuberculin 
actions. 
6 (66.67%) gave Negative Tuberculin 
Reactions. 


Of 4 negro children between the ages of 
15 to 20 years. 
3 (75%) gave Positive Tuberculin Re- 
actions. 
1 (25%) gave Negative Tuberculin Re- 
actions. 


Of a total of 13 white and black children 
between the ages of 15 to 20 years 

6 (46.16%) gave a Positive Reaction 

7 (53.86%) gave a Negative Reaction 


From the ages of 20 to 45 years, there 
were 47 white patients tested 
33 (70.21%) gave a Positive Reaction 
14 (20.79%) gave a Negative Reaction 


Of the 41 negroes, between the ages of 20 
and 45 years, there were 
35 (85.36%) gave a Positive Reaction 
6 (14.6%) gave a Negative Reaction 


Of a total of 88 patients (whites and ne- 
groes) between the ages of 20 and 45 years, 
there were 

68 (77.27%) Positive Reactions 

22 (22.73%) Negative Reactions 


Between the ages of 45 to 70 years, there 

were 56 white patients. Of this number 
44 (78.57%) gave Positive Reactions 
12 (21.48%) gave Negative Reactions 


Between the ages of 45 to 70 years there 
were 17 negro patients. Of this number 
13 (76.47%) gave Positive Reactions 
4 (23.53%) gave Negative Reactions 


Of a total of 73 patients (whites and ne- 
groes) between the ages of 45 and 70 years, 
there were 

57 (78.21%) Positive Reactions 

16 (21.79%) Negative Reactions 


Between the ages of 70 and 89 years, there 
were 7 white cases 

6 (85.71%) gave Positive Reactions 

1 (14.29%) gave Negative Reactions 











Of the 2 negroes between the ages of 70 
and 89 years 


1 (50%) gave a Positive Reaction 
1 (50%) gave a Negative Reaction 


Of a total of 9 cases (whites and negroes) 
from 70 to 89 years 

7 (77.7%) gave a Positive Reaction 

2 (22.28%) gave a Negative Reaction 


The following is a summary of the per- 
centage of the positive tuberculin reactions 
for the advancing age intervals mentioned 
above, for the combined total of whites and 
negroes at the particular age intervals 
noted. 


Total Percentage of 
No. of Cages Positive 
Age— Whites and Negroes Tuberculin Reactions 
*2 mos. 5.8% 
6 yrs. 36.8% 
15 yrs. 
20 yrs. 
45 yrs. 
70 yrs. 





Table of percentages of Positive Tuber- 
culin Reactions( according to the Locality 
from which patient came, is as follows: 


WHITES 
a 
} a 
© =§ 
3 £3 
ea ov 
: > e 4°] 
Location Sm - 
es EI 
os ie} 
as Soe 
e a" 
s 5 2 
3 3 be 
e 5 es 
i eiiesttieinscs 93 47 50.58% 
City— Tenement. . 32 14 43.15% 
iad Garden ... . 54° 89 12.22% 
NEGROES 
a 26 65% 
City-— Garden ......... 3 3 100% 
Tenement ..... 33 25 15.75% 
WHITES AND NEGROES 
CRN cieeieticncterenticnss 133 73 54.88% 
City— Garden .......... 35 17 48.57% 
Tenement ....... 87 64 73.56% 
Note: In the case of 100% of the 


negroes in the garden districts giving a 
positive reaction, I must explain that the 
living quarters, per se, were no better than 
those of the negroes in the tenements. 
They were put into this group because their 
homes were isolated from all others—one 
being opposite a cemetery and the other 
two the only houses on the square. 


the negroes 63.1%; whereas, between the 
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The conclusions from this study of 255 
unselected non-tuberculous cases are: 


1. Not everyone reacts to Tuberculin. 


2. Even with the use of extremely 
delicate and sensitive intracutaneous tests 
on a group of patients ordinarily consid- 
ered as being among the most susceptible 
to tuberculous infection, only 60.39% of all 
the cases gave a positive tuberculin reac- 
tion. The youngest in this series to give a 
positive tuberculin reaction was 2 years 
(white) ; the oldest was 89 years (negro). 
The youngest case that I have seen react, 
was in a child 3 months of age whose 
mother had died of tuberculosis. 


3. The fact that practically 40% failed 
to react, with the possibility of one of the 
several so-called negative reactions consid- 
ered and eliminated, is undoubted proof 
that these patients were free of tuberculous 
foci containing viable tubercle bacilli. It 
is well known that some cases who fail to 
react to the first skin test sometimes do so 
on a second or third. The percentage of 
positive reactions from these repeated tests 
averages about 20% of those that were 
negative on the first test. 


4. The positive reactions obtained from 
the negroes were 15% higher than for the 
whites. 


5. Up to the age of 45 years the negroes 
gave a higher positive tuberculin reaction 
than did the whites. From the age of 45 
and on the whites gave a higher percentage 
of positive tuberculin reactions. Thus the 
percentage of positive tuberculin reactions 
for the white patients between the ages of 
20 to 45 years was 70.2%; that of the ne- 
groes 86.36%. From 45 to 70 for the 
whites it was 78.57% and for the negroes 
76.47%. 


It is interesting to note that the same 
holds true for the death rates for the age 
intervals stated. The percentage of all 
deaths for the white cases in the first men- 
tioned series in this paper between the 
ages of 20 to 45 years was 58.8%, and for 
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ages from 45 to 70 years the deaths for 


white patients was 29.4% as compared 
with 21% of the negroes for the same age. 


6. For the combined total of the white 
and negroes, the highest percentage of posi- 
tive tuberculin reactions was obtained on 
those patients residing in the tenement dis- 
trict of the city. It was 73.56%. The low- 
est was from the garden district of the city. 
It was 48.57%, thus showing 18.68% more 
positive reactions for the former than for 
the latter. 


The country occupied the intermediate 
position with 54.88% positive reactions. 

Table of percentage of Positive Tubercu- 
lin Reactions and death rate for whites and 
negroes for different age intervals: 


Whites 
Positive 
Age— Tuberculin Reaction 
20 to 45 years 
45 to 70 years 


10.2% 
78.57% 


From this study I am convinced that the 
Tuberculin Test is an important link in the 
diagnosis of Pulmonary Tuberculosis. A 
negative reaction—all fallacies being con- 
sidered—is extremely valuable. One can 
then with assurance assert that the patient 
is free of tuberculous infection. The great 
value of a negative reaction is obvious 
when one can rule out Tuberculosis in 
patients presenting themselves with in- 
definite and vague signs and symptoms 
suspicious of Pulmonary Tuberculosis. 
When it is remembered that the boundary 
between a subminimal and a minimal 
lesion in Tuberculosis is beyond the recog- 
nition of the clinician or the roentgenolo- 
gist, the presence of so valuable a sign as 
a positive tuberculin skin test is not to be 
held so lightly until further thorough ex- 
amination shall have proven it to be so. 
The moment when a positive tuberculous 
infection will become clinical Tuberculosis 
none can tell and we cannot escape the 
thought, in spite of the fact that not all 
giving a positive intracutaneous tuberculin 
reaction will develop the disease, that the 
sword of Damocles hangs over the head of 
every patient with a positive skin reaction. 
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I think that few will deny then that a nega- 
Durel says that in his experience of over 
20 years he has not seen a case which did 
not react to the skin test who developed 
active Pulmonary Tuberculosis. That the 
positive reaction is of very great signfi- 
cance must also be admitted. I cannot help 
but quote Pottenger (3), who remarks: 
“Let it be understood that the power of 
bacillary products (Tuberculin) to seek out 
and stimulate specifically sensitized cells 
may be far more accurate than our power 
to locate and determine the activity or 
quiescence of tuberculosis foci and when 
such evidence is present, even though we 
have not been able to locate the lesion, let 
us accept it as a tangible proof of our limi- 
tations rather than an instance of Nature’s 


Negroes 
Positive 
Death Rate Tuberculin Reaction 
58.8% 
29.4% 


Death Rate 


63.1% 
21% 


specific reaction gone wrong.” J. Musser, 
Jr., and E. B. Krumbhaar(4), in their 
study of the diagnostic value of the Percu- 
taneous Test, conclude that in the light of 
the following figures (i. e., 77 Non-Tuber- 
culous cases, 71 were negative), reinforced 
by the opinion of others, we believe to be 
erroneous the prevalent opinion that posi- 
tive reactions in adults are of little or no 
value. Kolmer(5) says that “the positive 
reactions in healthy persons can usually be 
ascribed to 

(a) “Small hidden tuberculous lesions 

and 


(b) Healed Tuberculous Lesions (i. e., 
healed to the extent of encapsu- 
lation.” 


The routine followed by Dr. Wallace 
Durel (6) in the Breaux Building, and 
which I have used in a number of clinic 
cases outside this series presenting them- 
selves with a probable diagnosis of Pul- 
monary Tuberculosis is to get: 


85 36% 
16.47% 


1. Complete history. 
2. Thorough physical examination. 
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A record of the temperature and 
pulse for one to two weeks. 

4. X-ray of the chest. 

5. Sputum examination. 

6. Tuberculin tests. 


An intracutaneous tuberculin test is 
performed to determine the presence of 
tuberculous infection. If this test proves 
negative another is given. Should this also 
prove negative and all the false negatives 
have been satisfactorily ruled out, the pa- 
tient is considered as being tuberculous 
free. Should, however, the skin test prove 
positive, Old Tuberculin is next given sub- 
cutaneously in increasing doses in order to 
localize diseased foci, thus determining the 
activity of the lesions. The amount of Old 
Tuberculin given in the first dose is gauged 
by the extent of the skin reaction. If this 
reaction has been very marked, a dose of 
1 mgm. is given; if moderate, 3 to 5 mgms., 
and if slight, 10 mgms. In other words, 
the more severe the reaction, the less the 
dosage of the Tuberculin. Any patient who 
fails to react to repeated doses of 10 mgms. 
of Old Tuberculin subcutaneously is con- 
sidered as being free of clinical Pulmonary 
Tuberculosis. In some cases of extreme 
mildness or incipiency as much as 20 mgms. 
is sometimes given before a reaction is 
obtained. These conclusions are in accord 
with L. Brown(7), who asserts that a 
patient who fails to react to repeated doses 
of 10 mgms. of Old Tuberculin rarely, if 
ever, develops active clinical Tuberculosis. 
Hamman(8) by means of negative subcu- 
taneous tuberculin test was able to send 
home 7.4% of his sanatorium patients. A 
patient who reacts to 10 mgms. of Old 
Tuberculin is considered an active case of 
Tuberculosis, but of a much milder type 
than one who reacts to 3 to 5 mgms. We 
consider a positive reaction one in which 
the patient reacts either focally, or consti- 
tutionally, or together. The local reaction, 
as in the skin test, is usually present, The 
significance of the focal and constitutional 
reactions is as follows: 
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A focal reaction means an exudative re- 
action around the tuberculous focus and 
undoubtedly signifies active or clinical 
Tuberculosis. It is truly specific. A con- 
stitutional reaction is accompanied by the 
same toxic symptoms noted in active Pul- 
monary Tuberculosis (i. e., drowsiness, 
fever, heaviness, vague aches and pains, 
nervousness, etc.). Durel says that 40% 


to 60% of the patients who give a consti- 
tutional reaction develop active Tubercu- 
losis six months to fifteen years later. 


In cases in which I obtained two (2) 
negative intracutaneous skin reactions, I 
failed to get a focal reaction at the site 
of the lesion with subcutaneous doses of 
Old Tuberculin. No physical findings could 
be detected in these patients. There was 
no increase in the perifocal reaction to be 
seen on the skiagraph. 


The statement that Old Tuberculin sub- 
cutaneously has lighted up cases of quies- 
cence into activity has not been borne out 
by our experience in the Hospital. In two 
very recent cases followed up by X-ray, one 
to two weeks after the subcutaneous injec- 
tion of Old Tuberculin ‘in which the pa- 
tients had a focal reaction, the skiagraph 
vividly showed that the reaction had sub- 
sided and the size of the focus was now 
practically that of the original focus 
before the Old Tuberculin had _ been 
given. Durel(9), Trostler (10), Hayes(11), 
Brown(12), Bushnell(13), Riviere(14), 
and others most emphatically assert that in 
their wide experience they have never seen 
the proper use of the subcutaneous injec- 
tion of Old Tuberculin light up a quiescent 
focus into activity. It must be remembered, 
however, that tuberculin is a powerful 
agent, and as such its indications and 
contraindications must be thoroughly un- 
derstood. This is surely no more than is 
expected of the physician in his use of other 
diagnostic agents equally as potent and 
dangerous as Old Tuberculin and to say 
that the doctor cannot master this knowl- 
edge and become conversant with the dan- 
gers it possesses, as is claimed by some, is 
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ridiculous and farcical. With proper use, 
instead of being a danger these men on the 
contrary claim that, if anything, the Old 
Tuberculin has a decidedly beneficial effect 
on the lesion and may prove to be a stimu- 
lus sufficient to cause more rapid healing. 
In several recent cases at the Hospital the 
correctness of this observation was vividly 
and convincingly demonstrated. 


At this place I would mention a few 
words concerning the combined use of the 
X-ray and Old Tuberculin subcutaneously 
in the diagnosis of Pulmonay Tuberculosis. 


There is no doubt that the increased focal 
reaction in the lung is strikingly brought 
out by the X-ray plate. With the kind co- 
operation of Dr. Granger and Staff we have 
done several of these tests. An X-ray of 
the chest is taken. The Old Tuberculin, 
subcutaneously, is then given. Forty eight 
hours later, or as nearly so as possible, 
another plate is made and a physical ex- 
amination of the chest made and the tem- 
perature and pulse chart studied. In two 
recent cases in which no reaction as indi- 
cated by physical findings could be noted, 
the X-ray also was negative for a focal 
reaction. , 


In two other cases there was present in 
both a constitutional reaction with slightly 
increased physical fiudings in the lungs. 
Here the X-ray showed a distinctly in- 
creased perifocal haziness around the site 
of the previous smaller lesions present be- 
fore the Old Tuberculin had been given. I 
think that this combined use of the X-ray 
and Tuberculin in the diagnosis of Pul- 
monary Tuberculosis has a great field of 
usefulness. Trostler and Hayes, who have 
done a great deal of work along this line 
are enthusiastic about its great value, and 
Brown and others place decided emphasis 
on the diagnostic aid that it renders. 
Although I have used it in only a few cases, 
my experience is essentially the same as 
those of the above mentioned men. Its im- 
portance is sufficient to merit further in- 
vestigation and more general use by the 
clinician. 


Some of the statistics of tuberculin skin 
tests o different investigators, as com- 
pared with the results obtained at Charity 
Hospital in New Orleans, are as follows: 


Hamburger and Monti report 90% Posi- 
tive Reactions from 10 to 14 years. 


Von Pirquet reports 70% Positive Reac- 
tions from 10 to 14 years. 


Verder and Johnson report 38% Positive 
Reactions from 12 to 14 years. 


Fishberg reports 71% Positive Reactions 
from 11 to 14 years. 


Robbins (Charity Hosp.) reports 45% 
Positive Reactions from 10 to 14 years. 


V. Greenham and S. K. Seibler, using the 
Intracutaneous Test on 299 well Jewish 
children between the ages of 6 to 12 years, 
got 33% Positive Reactions. 


Robbins, at Charity Hosp. (N. 0.), from 
8 to 10 years (6 cases), 33.3% Positive; 
from 10 to 12 years (16 cases), 43.7% 
Positive. From 8 to 12 years, 38.5%. 


Children’s Hosp. (Phila.), from 8 to 10 
years (5 cases), 32.6% Positive; from 10 
to 12 years (29 cases), 31.0%. 


The particular test used is not stated. 


Nageli and others claim that hospital and 
dispensatory populations gives almost 100% 
of infection (Tuberculous) or positive 
Tuberculin reactions after the age of 30 
years. Our results show 80% positive re- 
actions, 77.5% for the white cases and 
84.7% for the negroes. 


The Intracutaneous Tuberculin Test used 
on 23 cases of Pulmonary Tuberculosis 
gave 22 or 95.6% positive reactions for the 


whites. Two negroes gave 2 or 100% posi- - 


tive reactions. The one case that gave a 
negative reading was a far advanced case 
who died three days later. Of 4 cases of 
probable Pumonary Tuberculosis there were 
4 or 100% positive reactions. 


In conclusion, I wish to express my ap- 
preciation of Dr. R. O. Russell’s interest 
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and co-operation in the performance of the 
tests, and of Dr. W. Durel’s many extremely 
valuable suggestions. For the great help 
rendered me in securing the statistical data 
I wish to sincerely thank Mrs. G. F. Patton 
and Staff of the Record Room. 


BIBLIOGRAPHY. 

1. Pottenger, F. M.: Clinical Tuberculosis, Vol. I. 

2. Kolmer, J. A.: Infection, Immunity -and Biologic 
Therapy (Text). 

3. See 1. 

4. Krumbhaar, E. B. and Musser, Jr., J. A.: Diagnos- 
tic Value of Fercutaneous Tuberculin Test (Moro) Am, 
Jour. of Medical Sciences, April, 1914. 

5. See 2. 


A SUMMARIZED TABLE OF THE DISEASES AND THE 
NUMBER OF EACH UPON WHICH A TUBERCULIN 
TEST (INTRACUTANEOUS) WAS PERFORMED, 

WITH THE NUMBER AND FERCENTAGE OF 
POSITIVE TUBERCULIN REACTIONS 
: OBTAINED. 


Diseases 
Number of 
Cases 


Percentage of Positive 
Tuberculin Rections 
Number of Positive 
Tuberculin Reactions 


Effusion—2 cases 
Fibrinous—3 cases 
Sero-Fibrinous—1 case 
Acute Rheumatic Fever 
Malaria 
Gastric Ulcer 
Gastric Carcinoma 
Parkinson’s Disease 
Chr. Cardiovalvular 


Pleurisy 
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Myocarditis 
Influenza 
Myocarditis 
Syphilis 
Hypertension 
Cardio-Renal 
Cc. S. Syphilis 
Diphtheria (Tonsilar) 


; and Nephritis 





NIN i Si caer calsastansdepetiekassionis-aibatatncaaeen 
Cholecystitis. 
Pellagra 
Diabetes Mellitus 
Acute and Chronic Bronchitis 
Acute Nephritis ieabeibhiiaindie 
Acute Salpingitis . oe ' 
Bronchopneumonia 
Osteomyelitis INET Se 
Deere c , 
Acute and Chronic Gastritis -......... 
Empyema 
Prof. Tabes 
Mumps non 
Hemiplegia ............ 
Epilepsy = 
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Mesenterica................ d 
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33.38% Acute and Chronic Appendicitis............ 3 


Deep Pelvic Abscess. 
25% 
23% 
0% 


TTT eC aT 
Cataract (Eye) 
Typhoid Fever 
Boarders 
Fractures ................ 
Convulsions (X) 
Pertussis 
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A Pathogno- 


A Study in the Epidemiology of 


A SUMMARIZED TABLE OF THE DISEASES AND THE 
NUMBER OF EACH UPON WHICH A TUBERCULIN 
TEST (INTRACUTANEOUS) WAS PERFORMED, 
WITH THE NUMBER AND PERCENTAGE OF 
POSITIVE TUBERCULIN REACTIONS 
OBTAINED. 

Fercentage 
of Positive 
Tuberculin 
Reactions. 


100% 


Diseases Number of Cases 


Chronic Constipation. 

Carcinoma of Rectum. 

Pyorrhea Alveolaris. 

Duodenal Ulcer. 

Gastroenteritis. 

Scarlet Fever 

Chicken Fiox—Psychosis. 

Neosalvarsan Necrosis of Arm. 

Healthy Ferson. 

Maxillary Growth. 

General Carcinomatosis. 

Spastic Paralysis of Arm. (One of Each 

Tabes Dorssalis. Mentioned.) 
Functional Nervous Disorder. 

General Paresis. 

Cerebral Gumma. 

Chronic Myelitis. 

General and Cerebral A-S-Senility. 
Melancholia—Senility. 32 cases. 
Fartial Amnesia. 

Chronic Eczema. 

Erythema Venenata. 

Asthma. 

Unresolved Pneumonia. 

Lobar Pneumonia—Pleurisy with Effusion 
—Syphilis. 

Arthritis with Tonsillitis. 
Arteriosclerosis. 

Nephritis with Pyelitis. 

Nephrolithiasis. 

Threatened Abortion. 

Exophthalmic Goiter. 

Second Degree Burns of Body. 


0% Congenital Syphilis. 
Hernia. 
Cellulitis of Neck. 
Traumatic Contractions of Scar Tissue. 
Unknown. 
Infected Wound of Foot. 
Dementia Frecox. 
Infection of Right Eye. 
Otitis Media. 
Xeroderma Pigmentosa. 
Exfoliative Dermatitis. 

Acute Pharyngitis and Tonsillitis 

Tracheo-Bronchial Adenitis. 
Nephritis and Endocarditis. 
Auricular Fibrillation. 


0% Hydrocele. 

Nephritis with Arthritis. 

Appendicitis—Peritonitis. 

Intestinal Intoxication. 

Malnutrition. 

Chr. Appendicitis—Intestinal Parasites— 
Diphtheria—Vincent’s Angina. 

Cancer of Pancreas. 

Frob. Cancer of Liver. 

Intestinal Parasites. 

Gastrospasm. 

Fistula in Ano. 


(One of Each 
Mentioned.) 


One of Each 
Menticned.) 


26 cases 
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THE IMPORTANT RELATIONSHIP OF 
POST-MORTEM EXAMINATIONS 
TO CLINICAL MEDICINE.* 


By A. V. FRIEDRICHS, M. D., 


From the Department of Pathology, Tulane 
Medical School, 


New ORLEANS. 


In presenting this subject to the Society 
it is appreciated that the profession, as a 
whole, is cognizant of the fact that post- 
mortem examinations are of great value in 
the acquisition of medical knowledge. How- 
ever, the lack of attendance of the physi- 
cians in charge at the post-mortems held 
upon their cases, is evidence of insufficient 
interest and justifies, I believe, some few 
pertinent remarks relative to this subject. 


In the performance of my duties at the 
Charity Hospital, both for the laboratory 


service and in the teaching of the Junior . 


Medical students of Tulane, I have had the 
occasion to carry out well in excess of 1000 
autopsies, or approximately 1350. I have 
been so thoroughly impressed by the ab- 
sence of the internist or the surgeon or 
even a representative interne at the post- 
mortem that it seems in order to place be- 
fore you the consideraton of this important 
aspect of medical science. 


My remarks, of course, are applicable to 
the local profession but it may be presumed 
that the same situation prevails in other 
cities throughout the state. It is not my 
intention in any manner to criticize indi- 
viduals in this regard but rather to repre- 
sent the situation as it exists and to discuss 
certain phases demonstrating the value of 
the post-mortem with the view of encourag- 
ing better co-operation of those concerned 
in such valuable procedures. 


While pathologists feel that clinicians 
sacrifice very beneficial information by 
their absence from the post-mortem of the 
case, wherein they were much concerned 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 21-23, 1925. 
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during life, at the same time, the patholo- 
gist likewise looses the benefit of his im- 
portant clinical observations made in vivo 
and the lack of encouragement and stimula- 
tion furnished by their attendance on such 
occasions. These latter factors are of im- 
portance to the pathologist as they serve to 
aid in his interpretations of the clinico-path- 
ological relationships that may exist in the 
given case. 


I can estimate conservatively that in 
these 1300 or more autopsies performed by 
me not over two per cent were attended by 
the visiting physician in charge of the case, 
that is, in only one autopsy out of every 
fifty was the clinician present. I might add 
that even this small attendance was not 
scattered through the list of those in charge 
but rather represents some two or three 
physicians who have been rather regular in 
their attendance of the post-mortem of 
their particular cases. A review of a con- 
siderable portion of the record, shows that 
a correct clinical diagnosis was made in 
only 40% of the cases and a partially cor- 
rect diagnosis in 50%. 


It can be seen that the proper attendance 
on such occasions would certainly encour- 
age more precision and care in bedside work 
and thereby render a better type of service 
to the patient. It might even be said that 
through this means of post-mortem obser- 
vation certain correct diagnoses upon 
future cases may be made which would en- 
sure surgical or medical treatment directed 
in the proper line and thereby at times save 
the life of the patient concerned. 


It may be well here in this connection to 
enumerate a few evidences of gross dis- 
crepancies between the clinical diagnosis 
and the post-mortem findings: 


Case (1)—Post mortem examination reveals an 
aneurysm of the arch of the aorta which had rup- 
tured into the oesophagus. The clinical diagnosis 
was pulmonary tuberculosis. No clinician present. 


Case (2)—Post-mortem examination reveals per- 
nicious anemia. The clinical diagnosis was sprue. 
No clinician present. 














Case (3)—Post-mortem examination shows pul- 
monary tuberculosis. The clinical diagnosis was 
ruptured appendix. No clinician present. 


Case (4)—Carcinoma of rectum with general 
metastases found at the autopsy. A diagnosis of 
amoebic dysentery was made before death. No 
clinician attended the post-morten. 


Case (5)—Carcinomatosis of abdominal viscera 
with primary growth in the cervix of uterus. The 
ante-mortem diagnosis was cardio-renal disease. 
No clinician there, 


Case (6)—Lobular pneumonia found at autopsy. 
Clinical diagnosis was carcinoma of stomach. No 
clinician. 


Case (7)—Post-mortem shows general carcino- 
matosis, primary in breast. Clinical diagnosis was 
cardiarenal disease. No clinician. 


Case (8)—Clear-cut marked lobar pneumonia 
found at autopsy, with normal tubes and ovaries, 
whereas the clinical diagnosis was pyemia from 
rupture of a tubo-ovarian abscess. No clinician. 


Case (9)—Diagnosis clinically was cardio-renal 
disease and at post-mortem advanced pulmonary 
tuberculosis was found. Clinically the lungs were 
cardiarenal disease. No clinician. 


Case (10)—Case diagnosed clinically as typhoid, 
presenting fever and leucopenia. At post-mortem 
a definite influenzal pneumonia was found. No 
clinician was present. 


These cases formulate only a few of ‘the 
many striking examples which cannot be 
enumerated, beause of time. In these 
there existed very distinctive differentiation 
between ante-mortem and post-mortem find- 
ings and certainly a clinician would have 
been much edified by the contrast to what 
he had considered existed in the living 
body. Such occurrences would. certainly 
encourage more care and precision in 
future examinations and conservatism in 
diagnosis. 


I might state at this point that probably 
the greatest discrepancies are found in pul- 
monary examinations. It is in these organs 
that the greatest liability to err appears to 
exist. Frequently paradoxical findings 
antemortemly and postmortemly exist for 
these structures. Repeated instances occur 
wherein the lungs are considered pneumonic 
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or tubercular by the clinician and at post- 
mortem are found to be normal or again 
other lungs presenting very extensive gross 
pathology are put down as normal in the 
clinical examination. 


I am not including herein instances 
where the clinical findings in any manner 
paralleled the autopsy findings or could be 
explained by reflex transmission of pain 
and the like, but rather those in which no 
justification of the ante-mortem diagnosis 
could be determined. 


I appreciate that it is very easy for the 
pathologist to make his diagnosis, because 
of the fact that he has all the organs of the 
body at hand, while this does not exist with 
the clinician during life, but when there is 
such a marked variance in the findings, it 
is hard, from a pathological point of view, 
to determine why the clinician arrived at 
his conclusion and diagnosis. 


The striking report of Cabot appearing 
over a decade ago upon the clinical and 
post-mortem findings of several thousands 
of cases, created considerable commotion in 
the medical profession. Cabot found 50% 
of clinical diagnoses in error. Such facts 
however are soon forgotten and it seems 
necessary from time to time to bring for- 
ward data to encourage the proper co- 
operation between the clinician and the 
pathologist in post-mortem work. Re- 
cently Professor Robertson presented a 
paper along similar lines at the meeting of 
the Southern Medical Society. Robertson 
likewise considered the encouragement of 
greater clinico-pathological co-operation 
very much needed. 


One realizes that physicians are busily 
occupied with various duties which en- 
grosses their time and will occasionally in- 
terfere with their ability to follow up their 


“clinical case to the post-mortem; however, 


it would seem that among such duties as 
otherwise occupy the physician’s time there 
should be included the very vital and im- 
portant duty of checking up their clinical 
findings when the post-mortem presents 
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such an opportunity. There is no doubt 
but that correct clinical diagnoses repre- 
sent the most important factor in the medi- 
cal and surgical fields. 


When the correct diagnosis has been 
made the institution of proper therepeusis 
is of the greatest value. It is a fact that 
the post-mortem table demonstrating defin- 
ite errors or explaining symtomatology in 
a manner that would otherwise pass un- 
known, certainly is calculated to bring 
about more careful and detailed data avail- 
able for the proper diagnosis of the living 
case. With this sole purpose in mind and 
not from a standpoint of criticism, I have 
seen fit to present this data as it exists in 
our local community in the hope that a 
more substantial realization of the status 
of the local profession in post-mortem at- 
tendance would be more fully appreciated 
and that thereby there may be encouraged 
a betterment of co-operation between the 
clinician and pathologist from which both 
would receive a very great benefit. 


DISCUSSION. 


Dr. C. W. Duval (New Orleans): I am sure we 
are all agreed that the information to be gleaned 
at the post-mortem table is of inestimable value to 
the physician whether he be clinician, surgeon or 
pathologist. The trouble seems to lie in the failure 
of the physician to attend more regularly the hold- 
ing of post-mortems; and I believe the poor at- 
tendance is not so much the lack of interest on the 
part of physicians as the irregular time at which 
the autopsies are held, making it difficult for the 
doctor to attend. Unfortunately the post-mortem 
cannot always be performed at scheduled periods, 
the exception being of course those held at the 
Charity Hospital for teaching of under-graduate 
medical students. As the essayist has stated these 
autopsies are open to all physicians, hence in these 
instances there is no excuse for non-attendance. 


In this important branch of medicine, New Or- 
leans through its great Charity Hospital offers 
opportunities unexcelled in any other city of the 
country, and it would seem that too few of our 
local physicians realize this fact. The well in- 
formed doctor is one who is taking advantage of 
necropsy facilities, and I unhesitatingly state that 
such a doctor is pursuing the only road that leads 
to advancement in our knowledge of medicine. It 
is difficult to conceive of a great physician who 
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has consistently stayed away from the post-mor- 
tem room. The autopsy offers the only means of 
realizing one’s mistakes in clinical diagnosis, and 
is the way in which to study and correlate anti- 
mortem and post-mortem effects of disease. 


Dr. Friedrichs in his paper draws to our atten- 
tion how frequent are incorrect and anti-mortem 
diagnoses, substantiating his statement by relating 
the gross anatomical findings in a number of 
specific cases. This only goes to show the tremen- 
dous value post-mortem examinations are to the 
physicians in attendance. I think we all agree 
that the autopsy room is one of the best post- 
graduate schools in medicine. 


Dr. H. Dickson Bruns (New Orleans): I was 
once a pathologist at the Charity Hospital and it 
was the same in the past as it is today. My pro- 
fessor of medicine at the Jefferson Medical Col- 
lege, Doctor De Costa of Philadelphia, never let 
anything stand between him and a post-mortem if 
he could possibly get there, and certainly he was 
a very busy man. He was also a marvelous 
diagnostician. 


Dr, J. A. Storck (New Orleans): I do not be- 
lieve that in 20 years I have been notified from 
the pathological laboratory that a post-mortem 
was to be held on one of my cases. If I ask the 
interne he says he does not know when the post- 
mortem is to be held—it might be at two o’clock 
this afternoon or it might be early in the morning. 
We would be compelled to spend all our time at 
the Charity Hospital if we wanted to see the post- 
mortem of any particular case. Again, sometimes 
the consent of the relative is not gained until late 
in the afternoon, and that is the reason. There is 
something to be said about the physician not being 
notified. 


Dr. William H. Harris (New Orleans): I do 
not think the clinicians concerned should feel that 
the paper of Doctor Friedrichs is meant to imply 
that they would refuse to attend an autopsy but 
rather to indicate that they do not do so. No 
doubt, as Doctor Storck has said, there are certain 
instances wherein the clinician would be pleased 
to be on hand but they have a patient seriously 
ill case or an emergency call at that particular 
time. Again, it may be that the exact time at 
which the autopsy will be held, may not be known 
because of the question of the consent of the rela- 
tives and other interfering factors. 


The status of the non-attendance, in general, is 
not accounted for by the arguments that have 
been advanced. The attitude of physicians who 
fail to attend the post-mortem of their case, is 
difficult to understand. In some instances one may 
get the impression that the clinician is of the 

















opinion that he is going to be belittled or that 
those about will have a good laugh on him or 


some other feature akin thereto. I do not believe 
that feeling should exist among men in scientific 


medicine. First of all, if the proper pathologist 


is at hand, he realizes that he is not doing a very 
wonderful thing in pulling out a pneumonic lung 
and making a diagnosis of pneumonia, or if he 
finds an unrecognized surgical condition existing 
in the abdomen, that to make such a post-mortem 
diagnosis certainly does not require skill. The 
point I am trying to bring out is that the pathol- 
ogist wants the clinician present for the benefit of 
the clinical data he may gain from him and the 
clinician should want the pathologist to interpret 
where necessary, the pathology of the case he has 
been concerned with ante-mortemly when such an 
opportunity presents itself. The fact that only 
one in fifty autopsies is attended by the physician 
in charge is not explained by any discussion here 
presented. There is evident in some instances a 
lack of interest, a disposition to place the attend- 
ance on somebody else for example, an interne and 
even this latter does not appreciate the value of 
such post-mortems to him and usually does not 
attend. At times information is obtained in a 
round about way—they will ask the interne or ask 
the pathologist as to what may have been found. 
It is by inspecting the particular structures and 
appreciating the great amount of pathology that 
may exist and yet present an obscure clinical pic- 
ture that one obtains valuable reference data. I 
have occasion every week to present before the 
post-graduate class of Tulane, gross specimens 
collected from several autopsies. We summarize 
the clinical histories of these cases and review the 
pathology present. It has always been my atti- 
tude that while the interpretations of the patholo- 
gist is of some service, the inspection of the struc- 
tures and visualization of the pathology for the 
purpose of future examinations serves the greatest 
degree of value. 


It is very discouraging to the pathologist that 
clinicians 'do not ever come to these autopsies. The 
procedures require work and time on the part of 
the pathologist and I think the clinician should 
come there, not feeling that he is going to be cate- 
chized, not from the standpoint of being belittled, 
but rather to see what is existing in that body and 
discuss with the pathologist what occasioned the 
failure of ante-mortem recognition of lesions in 
the particular case, if such failure existed. If 
this could be done I am satisfied it would be of 
great benefit to both sides concerned. While the 
pathologist needs post-mortems for his own knowl- 
edge, many of them present no unusual pathology 
and the performance of the autopsy is for the 
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clinician, for his gain, and he should where pos- 
sible attend, since he is usually the more concerned. 


Dr. Storck: The pathologist has been invited to 


our clinic meetings at the hospital and they never 
come and give us their opinion on post-mortem. 


Dr. J. Geo. Dempsey (New Orleans): I rise to 


advocate an increase in autopsies to provide for 
more accuracy in the filling out of death certifi- 
cates. Tha objection that has always existed to- 
wards interfering with a body after death should 
be removed in view of the privilege that is given 
to the emblamer to carry on work identical in 
nature. 


Three years ago at the Southern Medical Asso- 
ciation meeting in Washington, D. C., Doctor 
Garling of Johns Hopkins University declared 
that there were less than fifty percent of diag- 
noses made that were confirmed with autopsies. 
The gentlemen present were astonished at such a 


declaration. Doctor Renner while instructing the 


embalmers showed how easily the physician could 
diagnose a case as cardio-renal (which is not recog- 
nized in the statistics, it is either heart or kidney) 
and how the embalmer upon injecting into the 
body had observed a mass in either the right or 
left lung which showed that there existed an 


abscess of the lung or an old case of tuberculosis 
that was carried on as a cardio-renal condition. 


Dr. Andrew W. Friedrich (closing): In answer 
to Doctor Storck, I am of the impression that all 
of the autopsies are posted on the bulletin board. 
The autopsies I do are always on the same days 
and at the same time, because I teach students 
and use the hospital material for the benefit of 
the clinician and hospital authorities, and also for 
the students. I am of the impression that the in- 
ternists are notified by telephone, 


Another thing is that if a patient dies in your 
ward we cannot touch that body for 24 hours, and 
if you have any interest in that body you have all 
that length of time to find out when the autopsy 
will be held. 


I also believe that the laboratory staff is very 
ready to co-operate with the clinician. I know 
when I was on the staff we would hold autopsies 


at any time when it was convenient for the 
clinician. 


As far as attending meetings is concerned, I 
have attended, not only one, but several, and those 
I attended there were papers read, but the post- 
mortems on patients were not discussed. 





SACRAL AND PARA-SACRAL 
ANESTHESIA* 


E. H. GALLOWAY, M. D., 
JACKSON, Miss. 


For the past thirty years of more, there 
has been constant study and research in 
an endeavor to relieve the pain of surgical 
operations by means of local anesthesia, 
regional anesthesia and the blocking of the 
nerve trunks. Much has been accomplished, 
and the field of local anesthesia is grad- 
ually growing larger. The first work of 
this character began with the advent of 
cocaine in 1884. This agent was used very 
extensively, but its great toxicity rendered 
its use very dangerous and cost many 
lives. Less toxic agents have come into 
use, and more recently novocain, which is 
entirely safe, and can be used in large 
quantities, has rendered the use of local 
anesthesia practical and advisable in many 
cases which could not undergo an opera- 
tion under a general anesthetic. 


In the development of this great field, 
we are greatly indebted to the pioneer 
work of Dr. Rudolph Matas and the con- 
tinuation and extension of this work by Dr. 
Carroll W. Allen of New Orleans. That 
wonderful book on “Local Anesthesia” by 
Dr. Allen has helped and encouraged many 
young surgeons, teaching them methods 
and technique, but above all showing them 
the value of an accurate knowledge of an- 
atomy. 


The objection of patients to a general 
anesthetic and my dislike of the infiltra- 
tion method of local anesthesia in the 
region of the perineum and rectum, in- 
duced me, some time ago, to attempt the 
caudal block combined with the trans- 
sacral block in the relief of certain con- 
ditions. This method is advisable in all 
cases where there is any bronchial irrita- 
tion or in cases where there is a tubercu- 
lar condition of the chest, or an arrested 
case of tuberculosis where the administra- 
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tion of ether might light up the condition. 
It is not claimed that its use will reduce 
the number of cases of so-called ether 


pneumonia, because, except in those cases 
presenting respiratory symptoms before 
operation, it is generally recognized that 
this type of pneumonia is embolic in char- 
acter and will occur as often after local as 
general anesthesia. 


Infiltration around the rectum frequently 
is the cause of deep seated infection, and 
abscess formation resulting in great pain 
to the patient, a prolonged convalescence, 
and distress to the surgeon. Again, massive 
infiltration here, as elsewhere, devitalizes 
the tissues, resulting in slough or tardy 
healing and for this reason is undesirable. 
The method we propose is not new, but is 
being used by comparatively few surgeons. 
This is due to the fact that it takes prob- 
ably more time and patience than a general 
anesthetic and a more minute knowledge 
of anatomy. But, if we consider that the 
method is as safe or safer, than ether and 
that the patient is saved the unpleasant- 
ness of going to sleep and the after nau- 
sea, I am sure more men doing surgery 
would adopt it. 


Caudal block, associated with trans- 
sacral block, is indicated in operations 
upon the area supplied by the sacral plexus, 
namely the perineum, anus and rectum, 
post-sacral region, the cervix, prostate and 
bladder. 


In the first place, it is to be remembered 
that this method is not spinal anesthesia, as 
the dura is not entered by the needle, and 
only when this is done by mistake, is the 
procedure attended by danger. 


The efficiency of this method of anes- 
thesia varies in the hands of various sur- 
geons, but in the hands of the average 
careful surgeon, using the proper tech- 
nique, failure should be unusual. At the 
Mayo Clinic, only three failures in a series 
of two hundred and twenty-five cases are 
reported. These failures were probably due 
to anomalies in the structure of the sacrum. 





















It is necessary to take up grossly the 
anatomy of the sacrum in describing the 
technique of caudal and trans-sacral block. 
The sacrum, on its posterior surface is con- 
vex, and its convexity faces upward and 
backward. On each side of its irregular 
spinous processes are located two rows of 
openings, usually eight in number, four on 
each side, the sacral foramina. These rows 
of foramina are almost parallel, but con- 
verge slightly toward the lower end of the 
sacrum. At the lower end of the sacrum, 
corresponding to what would be the fifth 
spinus process, is a triangular opening, 
called the sacral hiatus. The landmarks 
which are our guide are the sacral cornu 
and the posterior superior iliac spines. 


Caudal block is the injection of an 
anesthetic fluid through the sacral hiatus 
into the sacral canal. The solution does not, 
and should not, enter the dura mater. The 
patient is placed on his stomach and a pil- 
low under the hips. The field is prepared 
with iodine, pyxol, picric acid, or any 
method the operator may desire. The tip 
of the coccyx is felt, and the finger is 
drawn upward until a depression is felt at 
the juncture of the sacrum and coccyx. The 
sacral cornu are felt on each side of the 
hiatus. The fourth sacral spinous process 
is felt above. In the centre of the triangle 
formed by the sacral cornu and the fourth 
sacral spinous process, the injection is 
made. The needle is first introduced 
through an anesthetic wheal, previously 
made, at an angle of forty-five degrees to 
the skin surface. As the needle passes into 
the sacrum through the sacro-coccygeal liga- 
ment, a sensation is felt which is usually 
recognizable to the operator. The needle 
impinges on the anterior wall of the sacrum, 
and should then be slightly withdrawn and 
the hub depressed and then the needle ad- 
vanced for a distance of about six centi- 
meters. After it is ascertained that no 
fluid or blood escapes from the needle, it 
is withdrawn very slightly and then twenty 
to forty cc. of a two per cent solution of 
novocain is injected slowly. If the solution 
is injected rapidly, shock will probably re- 


GALLOWAY—Sacral And Para-Sacral Anesthesia. 








609 


sult. Adrenalin may be added to the solu- 
tion if desired. 


Many operators content themselves with 
the caudal block in operations on any area 
supplied by the sacral plexus. However, 


the consensus of opinion is that this should 
be combined with the para-sacral block. 
The technique is much more difficult, re- 
quires greater skill, and considerable 
patience. The reason for parasacral anes- 
thesia, in addition to sacral anesthesia, is 
that there are a considerable number of 
failures in the use of the latter alone, 
whereas, where the parasacral method is 
used also, anesthesia is almost uniformly 
produced. The reason is that in caudal 
block alone, the anesthetic is not always 
evenly distributed, whereas, in parasacral 
block the nerves are reached as they are 
emerging and is virtually the same thing 
as para-vertebral block. 


The patient is placed in the same position 
as for caudal block. The hand follows the 
crest of the ileum, posteriorly, and where 
it loses contact with the bone is the pos- 
terior superior iliac spine. In very thin 
patients, this landmark is easily seen, but 
in fleshy individuals, it is often difficult 
to locate. A line drawn one centimeter 
medial to the posterior superior iliac spine, 
downward and slightly inward, and pass- 
ing over the sacral cornu, will bisect the 
sacral foramina. An anesthetic wheal is 
raised just below the posterior superior 
iliac spine and one centimeter medial to 
this landmark, this point representing the 
second sacral foramina. Another wheal is 
raised just lateral and below each sacral 
cornu which represents the sacral notch or 
fifth sacral foramen and is the point of in- 
jection of the last sacral nerve. The dis- 
tance between these points is divided into 
three equal parts by two additional inter- 
mediate anesthetic wheals. Another wheal 
is placed in the same line two and a half 
centimeters above the uppermost wheal 
which is the point of injection of the first 
sacral nerve. This procedure, carried out 
on each side of the sacrum, indicates the 
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point of injection of the sacral foramina. I 
find the procedure is greatly simplified if 
a number of needles are available and each 


needle is left in situ. This serves as a 


guide in subsequent injections and saves 
much valuable time. Occasionally six seg- 
ment sacrums are encountered and may be 
recognized by the increased distance be- 
tween sacral cornu and posterior superior 
iliac spines. 


As the overlying tissues are much 
thicker over the upper part of the sacrum, 
longer needles have to be used in inject- 
ing these foramina. The needle used should 


be very flexible. Avoid a brittle needle. I 
have tried several types of syringes but 
the Leur-Lox outfit B. D. & Co., has been 
the most satisfactory in my hands. The 
needle never flies off the syringe, thus 
losing your anesthetic fluid and causing 
delay. Again the needles are very flexible 
and have a guard just below the hub of the 
needle which serves as a great protection in 
case the needle should break at the hub, 
which is the usual place for a needle to 
break. For the first foramina, a needle 10 
c.m. long is used, 8 c.m. for the second, 
and 5 c.m. for the last three. 


Six cc. of a one percent novocain solution 
is injected into the first foramina, five cc. 
in the second, four cc. in the third, three 
cc. in the fourth and two cc. in the fifth. 
If the caudal block has preceded the trans- 
sacral block, the procedure will be painless. 


From fifteen to twenty minutes should 
elapse before operation is begun if caudal 
block is used alone, and the anus and peri- 
neum should be tested for anesthesia by 
picking up with tissue forceps or prick- 
ing with a needle. It will be noted that 
there is a complete relaxation of the rec- 
tum when anesthesia has taken place and 
practically no dilatation is necessary in 
doing a hemorrhoidectomy or other rectal 
operation. Where para-sacral anesthesia is 
also used, the operation can be begun in ten 
to fifteen minutes. 
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If painstaking care is used, proper anes- 
thesia will be produced. If failure does 
occur, it is usually faulty technique. Oc- 
casionally, deformity of the sacrum will 
cause failure. Sometimes, immediately 
after the initial injection there may be 
slight shock, with rapid pulse and slight 
dyspnoea. It is due usually to too rapid 


injection of the anesthetic solution, but it 
is never of serious consequence. 


CONCLUSIONS. 


In operations on the anus, this anesthetic 
is far preferable to local infiltration, be- 
cause with the latter, you are making deep 
injections into a field that is difficult to 
render sterile. This, likewise, applies to all 
rectal operations. In prostatic surgery, it 
is greatly to be preferred, because these 
patients are nearly always very old and 
weak, and it is not advisable to use a gen- 
eral anesthetic. 


Its field of usefulness extends to opera- 
tions on the bladder and posterior urethra. 
Cystoscopic examinations can be made, 
irritable bladders can be distended, tumors 
and stones can be removed from the 
bladder without pain. 


Perineorrhaphies can be performed pain- 
lessly by this method, and even the uterine 
cervix can be dealt with surgically. 


Resection of the coccyx can be done pain 
lessly. Fistule in ano are dealt with easily 
and with entire comfort to the patient. 


Sciatica can be quickly relieved, and fre- 
quently the relief is permanent. 


Reports seem to indicate that sacral anes- 
thesia may become a potent factor in the 
relief of pain in the latter stage of labor 
and in the relaxation of the pelvic floor, 
thus reducing the liability of perineal lace- 
ration. It is claimed that it has the ad- 
vantage of allowing the patient to assist by 
voluntary effort, while traction is made 
with obstetrical forceps. However, it is dif- 
ficult to use sacral and parasacral anes- 
thesia on a pregnant woman, because you 
can not place her in the ventra prone 








position and are forced to place her on her 
side. Again, it is hard to select the proper 
time for anesthesia, the tendency being to 
use it too early in labor. 


The method is safe if properly used. The 
Mayo Clinic reports a series of eighteen 
hundred and seventeen cases without any 
serious results. 


In tubercular cases, where a_ general 
anesthetic is not justifiable, sacral anes- 
thesia should always be used. 


Although the field of usefulness of this 
method of nerve block is limited, still there 
are many conditions where its use is de- 
sirable and advisable. 





SPLENECTOMY IN CERTAIN 
OF ANEMIA* 


WITH CASE REFORT. 
A. STREET, M. D., 


TYPES 


VICKSBURG, MIss. 


Before considering the types of anemia 
to which the spleen appears especially re- 
lated, it seems worth while to review cer- 
tain of the principal anemias, along with 
what is known of their causes. 


Anemia is a deficiency in the oxygen 
carrying constituent of the blood, which is 
haemoglobin. Causes of enemia are of two 
principal classes: First, those conditions 
which produce anemia by defective produc- 
tion of blood, Second, those that produce 
anemia by increased destruction of blood 
or by blood loss from acute or chronic hem- 
orrhage. 


ANEMIA DUE TO DECREASED BLOOD FORMATION. 


The principal anemias of this class are: 
Aplastic anemia, secondary anemia, anemia 
dependent on bone marrow growth, and 
chlorosis. Aplastic anemia is a disease of 
the bone marrow of unknown origin, char- 
racterized by atrophy of the hemopoietic 
areas in the marrow and the replacement 


*Read before the Mississippi State Medical 
Association, Biloxi, May 12-14, 1925. 
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of these areas by fat and connective tissue, 
with consequent reduction of red cells, 
white cells, and platelets. The true idio- 
pathic aplastic anemia is a slowly pro- 
gressive and incurable disease. Secondary 
anemia is dependent on changes in the 
bone marrow resulting from some known 
disease, such as cancer, tuberculosis, 
nephritis, metal poisoning, etc. Tumor 
growths in bone marrow such as myeloma, 
chloroma, and metastatic malignancy in 
the marrow come more under the considera- 
tion of growths than of anemia. Chlorosis 
is a well known type of anemia occurring 
in young girls and associated with poor 
hygiene and improper diet. It is character- 
ized by an anemia evident not so much by 
decrease in red cells as by decrease in their 
hemoglobin content. These cases recover 
with proper hygiene and medical treatment. 


ANEMIA DUE TO INCREASED BLOOD FORMATION. 


The principal anemic condition of this 
class are: Acute toxic hemolytic condi- 
tions, hemolytic jaundice, Gaucher’s dis- 
ease, Banti’s disease, other chronic spleno- 
megalies, pernicious anemia, and the hem- 
orrhagic diseases. 


Acute toxic conditions causing hemoly- 
tic anemia include malaria, some acute 
streptococcus infection, chemical poisoning, 
and hemolytic anemia of pregnancy and the 
puerperium. They will not be discussed in 
this paper. Hemolytic jaundice:is usually 
a hereditary disease, but may be acquired. 
It is characterized by a mild chronic 
jaundice or subicteric state, anemia, and 
enlarged spleen. The characteristic blood 
findings are increased fragility of the red 
cells, increased number of reticulated red 
cells, along with the common changes of 
anemia. Gaucher’s disease is a chronic 
disease beginning in infancy or childhood, 
and characterized by anemia and marked 
enlargement of the spleen. Hemorrhagic 
tendency may develop late in the disease. 
The blood shows anemia but no changes 
peculiar to this disease. The one pathologic 
finding diagnostic of Gaucher’s disease is 
the filling of the spleen sinuses with the 
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large vesicular cells, found only in this 
disease. Banti’s disease, usually considered 
in three progressive stages, is a chronic 
disease characterized by anemia, digestive 
disorder, tendency to hemorrhages from the 
stomach, enlargement of the spleen, and in 
the late stages cirrhosis of the liver, ascites 
and marked emaciation. There is nothing 
in the blood examination characteristic of 
this disease. The anemia is marked and 
the hemorrhages are occasionally fatal. 
Other splenomegaly cases with anemia, in- 
clude some cases which seem to be idiopathic 
and others with known cause, such as 
malarial syphilitic, and chronic septic 
splenomegaly. Pernicius anemia shows in- 
creased blood destruction, but also dis- 
orders of production. This may be true of 
other anemias regardless of how classified. 
This disease (pernicious anemia) is a well 
known chronic incurable anemia and does 
not require discussion here. The hemorr- 
hagic diseases, purpura hemorrhagica and 
hemophilia, cause anemia by blood loss. 
Both of these conditions have bleeding 
as the principal symptom; but the blood ex- 
amination gives different findings. In 
dealing with severe anemias and hemorr- 
hagic diseases examination of the blood 
should include: Blood clotting time, bleed- 
ing time, blood platelet count, and fragility 
test in addition to other routine examina- 
tions. Blood clotting time, the time re- 
quired for clotting of blood removed from 
the body should be in the normal person, 
from two to eight minutes. The bleeding 
time is the time required for bleeding from 
a needle puncture in the lobe of the ear 
to stop, the drop of blood being sponged off 
once each minute. This time should be 
from one to five minutes. The blood plate- 
let count which runs from 200,000 to 
400,000 per cubic mm. of blood, is a fairly 
complicated procedure, several methods 
being mentioned in the literature. We at 
first used the direct method, but have re- 
cently changed to an indirect method. The 
fragility of the red cells is measured by 
noting the resistance of the cells to vary- 
ing strengths of salt solution. Hemolysis 
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in the normal person begins with a dilu- 
tion of .44 per cent and is completed at 
.34. In hemolytic jaundice hemolysis may 
begin when the dilution is only down to .7. 
Hemophilia is a hereditary disease, usually 
transmitted by females, and occurring in 
males. The important blood finding in this 
disease is prolonged coagulation time. The 
platelet count is normal. Purpura hemor- 
rhagica is characterized by a tendency to 
spontaneous hemorrhage especially from 
the mucosae, by hemorrhagic spots in the 
skin, and by decreased number of platelets 
in the blood, prolonged bleeding time, and 
normal clotting time, but with friable non- 
retractile clot. 


It is well to mention that disorder of 
leukocyte production, as in the leukemias, 
also affects red cell formation and func- 
tion and that of the platelets, and hemor- 
rhagic conditions and anemia occur in the 
leukemias. 


The above mentioned are the most im- 
portant anemic conditions. Of these, the 
following five are cured or definitely ben- 
efitted by splenectomy; hemolytic jaundice, 
Gaucher’s disease, Banti’s disease, idio- 
pathic and other splenomegalys, and pur- 
pura hemorrhagica. Two more of these 
diseases, though not cured by splenectomy, 
have given questionable results by opera- 
tion; namely, pernicious anemia and mye- 
logenous leukemia. The remaining condi- 
tions, secondary anemia, aplastic anemia, 
marrow growths, and hemophilia, do not 
come in the class of cases in which splenec- 
tomy is to be considered. 


Just why splenectomy is beneficial in 
these diseases is only partially understood. 
In order to explain results of splenectomy, 
it would be helpful to know the function of 
the spleen; but the function of the spleen 
is very incompletely known. However, the 
following facts regarding the spleen have 
been more or less completely demonstrated. 
The spleen in the normal person takes part 
in the process of blood destruction which is 
a normal process. Removal of the spleen 
causes decreased blood destruction and in- 











creased resistance of the red cells to hemo- 
lyzing agents. The white blood cell form- 
ing function of the spleen and any other 
important function it may have, seem to be 
readily taken up in splenectomized patients 
by the lymph nodes, liver and other organs. 
This opinion is based on the lack of any 
deleterious effects following removal of 
the injured spleen in otherwise normal 
patients. Splenectomy in cases with de- 
creased blood platelet count is reported to 
be followed by prompt elevation of the 
platelet content of the blood. 


With the above observations in view we 
can partially explain some of the good 
therapeutic results of splenectomy. In 
hemolytic jaundice the fragility of the red 
cell is increased. Since splenectomy causes 
the. reverse of this condition it is a very 
logical treatment, and clinically the results 
are excellent. In purpura hemorrhagica 
the characteristic blood finding is a low 
platelet count with increased bleeding time. 
As reported cases show that removal of the 
spleen is followed in such cases by prompt 
elevation in the number of platelets, splen- 


ectomy seems indicated for this condition, 
and clinical results are also excellent. In 
Banti’s disease, Gaucher’s disease; idio- 
pathic, malarial, chronic septic, and syph- 
litic splenomegaly, there is no pathologic 
increase in the fragility of the red cells, 
and no diminution of platelets, and yet 
splenectomy gives excellent results in these 
diseases. Possibly such spleens are con- 
tinually liberating some toxic substance 
into the blood stream. This would account 
for some of the secondary liver involve- 
ment, as the spleen blood goes directly to 
the liver. Also, once the liver is involved, 
removal of the spleen may be beneficial to 
the liver by diminishing the amount of 
blood to pass through it. In cases such as 
malarial, syphilitic, and septic spleens 
splenectomy also eliminates an infectious 
focus. 
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In the above paragraphs I have men- 
tioned and partially classified the most im- 
portant anemias. Clinically many cases do 
not fall completely into any of these classes, 
and this is true of the case which I have 
to report. 


CASE REFORT. 


Miss J. B., age 20, white, native of Mississippi. 
Occ. student. Admitted August 23d, 1924, to the 
Vicksburg Sanitarium. . 


Family history: Mother and father L. and W., 
and five sisters and two brothers L. and W. 
Grandfather on mother’s side was a bleeder. 


Previous history: Only other disease was 
measles and she was nit sick with it. 
Present illness: Frequent ecchymotic spots 


since birth. Bled profusely from first and sub- 
sequent tooth extractions. Frequent severe epis- 
taxis began at eleven years. Menstruation ap- 
peared at 14 years and with the first period she 
bled until her life was despaired of. Principal 
trouble since then has been profuse uterine 
hemorrhage with menstrual periods which are 
always prolonged. Each spring and each fall 
patient would have an unusually severe attack, 
uterine bleeding continuing without stop for 
weeks, and accompanied by extreme prostration 
and fever. Between these attacks she would 
slowly build up to a tolerable condition of 
health. The summer before admission health had 
been very bad. She was having about two chills 
a week with fever, thought she had malaria, took 
quinine which precipitated severe uterine hemor- 
rhage, became so extremely ill that now, two 
weeks later, she is brought to the hospital by 
ambulance. On admission she complains of 
uterine bleeding, extreme weakness, shortness of 
breath, dimness of vision, swelling of feet, hands, 
and face, abdominal pain and distension, nausea 
and vomiting. Examination: Temperature 102, 
pulse 138, resp. 26. Skin white, lips colorless, 
marked apathy. Marked oedema of extremities 
and face. Numerous purpuric spots over entire 
body and extremities. Systolic murmur at apex 
of heart. Spleen or liver not palpable. Pelvic 
examination negative. Urine was normal. Stool 
examination negative. Hgb. 30%%. Red count 
2,752,000. Platelets 17,000. Coagulation time 1 
min. Bleeding time % min. 


Transfusion of 500 cc. citrated blood was done 
immediately after admission. There was no re- 
action. Prompt improvement followed, all symp- 
toms disappeared and on Sept. 7th, the 16th day 
from admission, patient was discharged. (For 
condition blood see Chart, Sept. 5th.) 





Coag. Bleed. Heb. 

Time Time % 

1 min % min. 30 

65 

1 min. 1 min. 80 

. 4min. 1% min. 65 

Nov. 21 Operation 

Nov. 23 
Nov. 26 
Nov. 28 

Dec. 1 .. 2% min. 1 min 15 

Dec. 7 80 

Dec. 31 75 

May 2,°25 1 min. 3 min. oe 


Wasserman negative to three antigens. 


Re-admitted September 28th with bleeding from 

General condition 
Tranfusion of 300 
Patient 
discharged with advice to have splenectomy. 


bowels which had just begun. 
still unaffected by bleeding. 


ce. citrated blood gave prompt relief. 


Re-admitted on November 19 for operation. 
General condition good, having been built by 
transfusion. (See Chart, Nov. 19.) On Novem- 
ber 21, 1924, splenectomy. Gas-oxygen-ether 
anesthesia. Upper midline incision. Spleen not 
large. Liver and gallbladder normal. Spleen ad- 
herent posteriorly, and there was much bleeding 
on separating it from the diaphragm. This was 
controlled by packing. Attachments and vessels 
carefully secured and divided and spleen re- 
moved. Bleeding from wound edges was un- 
usually free, and this was not perceptibly in- 
fluenced by ligation of vessels. Oozing from the 
wound was unusually marked the first few hours 
post-operative. This is contrary to experience of 
others. Forty-eight hours after operation pulse 
was fast and patient weak and so transfusion, 
450 cc. citrated blood was done. Prompt im- 
provement followed and patient was up and in 
condition to leave hospital eighteen days after 
operation, on which date she was discharged. She 
has been well ever since, all hemorrhagic ten- 
dency has stopped. The menstrual periods come 
at normal time, last three to five days and are 
not too free. 


Pathologic examination of spleen by Dr. Lip- 
pincott showed it of normal size, lobulated, mal- 
pighian corpuscles prominent, showing large 
germinative areas. Some _ vessels’_ thickened, 
mostly the adventitia, slightly the muscular coat. 


The most important point regarding this 
case are: 


1. Splenectomy, so far, has cured this 
patient of her trouble which she had since 
birth, and which had disabled her for six 
years. 
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BLOOD CHART. 






Red cells Color White % Poly. Platelets Fragility 
Index Cells 
2752000 0.47 16,200 79 17,000 
3528000 0.83 8,500 65 85,000 
4392000 0.82 8,900 70 83,000 
3696000 0.82 5,800 63 95,000 
76,000 
246,000 
133,000 
4552000 0.74 12,000 73 92,000 
4256000 0.86 11,900 65 131,000 
4784000 0.70 6,800 60 129,000 0.4 
4224000 0.64 12,200 57 46,000 0.25 
604224000 0.64 12,200 57 4,600 0.25 


2. The blood platelets before operation 
were low, especially during bi-annual crises. 
They were comparatively much increased 
shortly after operation, and now six months 
after operation they have again fallen to a 
low level; but with no tendency to hem- 
orrhage. 


3. The spleen in this case was not en- 
larged. 


4. Neither the bleeding nor the coagu- 
lation time was increased at any time. 


5. As is usual after splenectomy the 
blood fragility in this case is much dimin- 
ished since the operation. 
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NOTE—Report from patient in February, 1926, four- 
teen months from date of operation is that she is free 
from recurrence, and is in good health. 





ACUTE RHINITIS AND PHARYN- 
GITIS.* 


RELATIONSHIP TO PREVENTION OF 
CONTAGIOUS DISEASES. 


MANY 


J. S. ULLMAN, M. D., 
NATCHEZ, Miss. 
Of all the dread epidemics which have 


taken their toll of human life since the 
dawn of medical history, practically all but 
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one group have been brought under con- 
trol. In this group are those diseases 
which gain entrance through the respir- 
atory tract, or in which the initial symp- 
toms may be an inflammation of the nasal 
and .pharyngeal membranes. Preventive 
medicine today seems to be as far from a 
practical solution of the problem as it was 
in those days when such scourges as 
cholera, typhus, yellow fever, bubonic 
plague, and typhoid were stilled uncon- 
trolled. 


While some progress has been made in 
the study of the bacteriology of the various 
forms of rhinitis, pharyngitis and of the 
group of diseases above mentioned in which 
inflammation of the nose and throat may 
be the earliest symptom, woefully little has 
been accomplished in the immunology of 
these diseases. We may be progressing but 
we.are still groping our way forward, in 
the study of etiology. Our terminology is 
loose and inexact to such an extent that we 
frequently cause misconception in the lay 
mind, and from force of habit we ourselves 
are often influenced by the suggested idea 
of a word or a name carelessly used. The 
word “cold” carries with it the suggestion 
of a lowering of temperature, of wet feet, 
of disagreeable draughts of air, of ex- 
posure. 


Therefore, when we seek through medical 
literature for some practical method of 
prevention, we find the author devoting a 
brief and meagre sentence to the avoiding 
of infection but many full paragraphs on 
general hygienic measures, such as stout 
shoes, woolen clothing, and keeping out of 
draughts. 


In looking over the more recent litera- 
ture, including the writings of nose and 
throat men, one cannot fail to be struck by 
the absence of any attempt at an etiological 
classification of rhinitis. Even a superficial 
study of such a classification must convince 
one of the fleeting character and unimpor- 
tance of some forms of rhinitis, on the one 
hand, and, on the other hand, of the possi- 
bility of the spread of infection from other 
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forms. “It is safe to say that at least 75 
per cent. of all pneumonias are secondary 
to colds. The severe forms of bronchitis 
and asthma usually trace their onset to an 
acute coryza. Many of the more unusual 
infections, such as meningitis, poliomye- 
litis, and encephalitis, date their origin 
from an acute respiratory infection. Fur- 
thermore, it should be remembered that not 
only in the infectious diseases but also in 
the chronic constitutional diseases the 


. upper respiratory infections play an im- 


portant part. The first symptoms of car- 
diac decompensation, chronic nephritis, 
diabetes, chronic arthritis, etc., often ap- 
pear in the wake of a severe cold.” (Cecil, 
Med. Clinics of N. A. (July, 1924), v. 8, 
p. 103.) 


In several of the acute exanthemata, the 
most prominent prodromal symptom is 
usually an inflammation of the nose and 
throat. It is furthermore agreed that 
many of the exanthemata may be trans- 
mitted by the discharges from the nose and 
throat. The dentists and ear-nose-throat 
specialists tells us, too, that 75 per cent. of 
all focal infections are found above the 
clavicles. Remember then that many of 
these acute infections of the nose and 
throat are but the beginning of foci of in- 
fection. In the face of this evidence, then, 
is it justifiable to lay so much stress on 
changes of temperature, and on the effect 
of foreign proteins and of other toxins, to 
the almost complete exclusion of bacterial 
processes? It is granted that a simple, 
acute rhinitis may not be a serious thing, 
but who can say in the beginning whether 
the patient is suffering from a serious or 
from a trivial condition? It will be readily 
admitted that at the present time it is not 
practical to have cultures from the nose 
and throat of each and every person pre- 
senting himself with a mucus discharge 
from the nares. But, in the absence of 
such an examination, who can say at the 
onset of a disease whether the patient is 
spreading influenza, pneumonia, measles, 
scarlatina, diphtheria, meningitis, infantile 
paralysis, or “merely a bad cold?” 
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The average person, whether physician or 
layman, usually exclaims, on hearing some 
one sneeze, “Oh, you are catching cold!” 
He does not stop to consider whether the 
sneeze is due to a physiological turgescence 
which warms cold air as it passes through 
the nostrils or to dust or some other irri- 
tant, or whether it is due to the inflamma- 
tion of an acute or chronic infection. No 
attention is paid to the fact that as soon as 
one ceases to breathe cold air, the flow of 
mucus stops, and that when dust is re- 
moved from the nostrils, the discharge dis- 
continues. Furthermore, in the physiologic, 
the mechanically irritated, and in the milder 
toxic types of rhinitis, the symptoms are 
purely local. It is in the infectious types 
that you have generalized symptoms such 
as fever, malaise and constipation. 


Permit me to repeat myself. Far too 
little attention is paid to the origin of 
these colds and no one ever seems to think 
that the duration of a cold throws any light 
whatsoever on the situation. As we have 
already remarked, the duration of discom- 
fort and discharge of mucus brought on by 
a physiological turgescence in the nostrils 
is short. It disappears without treatment. 
These symptoms, when produced by dust or 
other irritants in the nostrils disappear as 
soon as the nasal membranes have been 
cleansed of the offending foreign matter. 
But, on the other hand, you know that when 
you are dealing with a rhinitis of infec- 
tious origin, unless it be attacked in its very 
incipiency, and sometimes even in spite of 
early treatment, the patient is quite un- 
comfortable for several days. Many are 
more than uncomfortable—they are acutely 
ill. From the standpoint of both prophylac- 
tic and curative treatment, the physiologi- 
cal and the irritant types are of no im- 
portance. 


But, because of the carelessness with 
which we speak of these conditions, the 
layman has not only been allowed to think 
of them as due to a lowering of the tem- 
perature, but he is actually taught by us 
that wet feet and draughts will bring them 
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on. Read any paper on the cause and pre- 
vention of colds and you cannot fail to be 
impressed by the fact that almost inva- 
riably the author merely mentions in pass- 
ing bacteria as causing colds and then he 
devotes paragraph after paragraph to 
minute precautions as to keeping the feet 
dry and avoiding fresh air. He devotes 
much space to the wonderful mechanisms so 
delicately adjusted to produce a sufficient 
flow of blood to the nose to warm the cold 
air when a person has to breathe the atmos- 
phere of a lowered temperature, and yet, 
in the very next breath, he is likely to 
speak of this same condition as a pathologi- 
cal one. Permit me to call your attention, 
too, to the fact that this very engorgement 
of these membranes is looked upon as 
making the field more fertile for the germ 
to grow but no attempt is made to make 
this opinion coincide with the now-univer- 
sally-accepted principle that a hyperemia in 
any given locality, even though artificially 
produced, is a valuable means of fighting 
infection. I do not believe that, up to the 
present time, Bier’s hyperemic treatment 
has been discredited. It is, therefore, high 
time that we have an audit of the various 
opinions and theories regarding the cause 
and prevention of colds. 


It is high time, too, that the public be 
taught that every discharge from the nos- 
trils is not due to a lowering of tempera- 
ture. No one has the right to spray bac- 
teria from his nose or throat into the faces 
of an unsuspecting public, even though it is 
not proven that he is suffering from influ- 
enza. Because a person does not know that 
he is a diphtheria carrier, he is not justi- 
fied in shaking hands with a friend just 
after soiling his own fingers while “blow- 
ing his nose.” 


It is natural for everyone to back their 
own judgment. Their conclusions are 
usually based upon their own observation. 
But practically everyone observed that the 
world was flat until the time of Columbus’ 
well known demonstration. For more than 
a hundred years, people were convinced 
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that yellow fever was transmitted by 
fomites. Those who went through the epi- 
demic of 1905 will recall how reluctant 
were the adherent of the fomites theory to 
accept the mosquito doctrine. 


The more intelligent layman today has 
ceased to speak of catching cold in a wound, 
or of a cold in the bowels. May we not 
hope, therefore, to show him also that he 
has an infection in his head, and not “a 
cold.” ? 


If you ask what difference the name of 
a disease makes to the patient, I must call 
your attention once more to the suggested 
idea of a lowering of temperature conveyed 
by this word “cold” and remind you that 
as long as the layman is so busy fighting 
draughts, he is not going to bother about 
fighting bacteria. He can feel a draught 
but he cannot feel a germ. Just as long as 
our skin has more nerve ends transmitting 
sensations of cold than it has of those car- 
rying sensations of heat, he is going to 
notice every cool breeze. Remember, too, 
cold air is stimulating, while warm air re- 
laxes, hence is noticed less. 


Much has been made of exposure, and it 
will be granted that floating for hours in 
an icy ocean after a shipwreck may lower 
one’s vitality to very marked degree. This 
is very different from the ordinary so- 
called exposure. But it has been observed 
in practically every military campaign that 
soldiers in wet clothing, fatigued and hun- 
gry to the point of exhaustion, may drop 
in their tracks and sleep for hours without 
ill effects. But other soldiers, in good phy- 
sical condition, in warm, dry billets, and 


| with plenty of food, may come in contact 


with infection, and then “catch cold.” 


Another favorite and time-honored ob- 
Servation is ,that we “catch cold” in 
crowded churches, theatres, schools, rail- 
way trains, but none of these observers 
seem to think of the number of people in 
the crowd who are spraying infectious bac- 
teria over their neighbors. 
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Attention should be directed, too, to 
those who “take cold” so readily and fre- 
quently. Of course, in this discussion, 


space cannot be given to a consideration of 
those suffering from hay-fever, rose-colds, 
and food anaphylaxis. It is said of the 
philosopher Kant, whose physical machin- 
ery was most delicate, that he easily took 
cold from handling moist proof paper fresh 
from the printer. Undoubtedly he had 
some form of chronic catarrh. Many peo- 
ple who “catch fresh cold” from wet feet 
and from draughts of clean, fresh air, are 
undoubtedly suffering from an acute exacer- 
bation of a chronic infection in the antrum, 
sinus, or cells of the ethmoid, or sphenoid. 
Whether or not, the acute “flare-up” of a 
chronic condition is brought on by a slight 
lowering of temperature may interest the 
nose and throat men but the importance of 
these exacerbations in this connection is 
that these sufferers are carriers of infection. 


Let us teach, then, that the discharges 
from the nose and throat are infectious. 
Let us stress the point. Let us make every 
physician and sanitarian a propagandist. 
Let our slogan be “Quit fighting draughts 
and fight germs.” When the laity is taught 
to avoid the man with a cold as a probable 
spreader of influenza, diphtheria, or men- 
ingitis, then will our morbidity statistics 
show a falling off of these diseases. When 
people began to screen their homes against 
the mosquitoes transmitting yellow fever 
and malaria, it was noted that there was 
also a reduction in those cases of typhoid 
transmitted by the house fly. if we can 
show that keeping away from a person 
suffering from a cold is not only a practical 
means of controlling the spread of influ- 
enza, but also is a means of eliminating 
other diseases, then will not this work be 
more worth while than ever? 


In the past, as has been mentioned above, 
too much stress has been laid on the avoid- 
ance of wet feet, insufficient clothing, and 
exposure, and too little attention paid to 
bacteria. It is high time that this process. 
be reversed. Let anyone who wishes to do 
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so keep his feet dry; permit timid souls to 
keep away from dampness, if they can con- 
trol the diffusion of moisture in the atmos- 
phere; and, if anyone objects to the back 
of his neck being tickled, there is, of course, 
no reason to force him to sit in a draught. 
But, if the medical profession will recog- 
nize and preach and teach the infectious 
nature of the “cold”, the elimination of 
these diseases will be assured. 


It will even be possible, in time to make 
them see that the germ is no respecter of 
the sanctity of the family circle, around the 
fireplace and the stove, and that a huddling 
together in an attempt by every one to get 
a little warmth from the fire is simply 
shortening the distance that the germ has 
to travel from one person to another. When 
this point is recognized, then more people 
will see why “colds” are more prevalent in 
cold weather. 


It is not claimed that this will be an 
easy task, but, by persistence, we may 
teach people that it is not nearly so neces- 
sary to avoid cool air and dampness as it 
is to avoid the bacteria-laden breath of 
those friends whose conversation makes 
the victim long for a mackintosh and 
umbrella. 


CHART 
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When we bring people to look upon colds 
as a germ disease, we shall have won more 
than half the battle against influenza—to 
say nothing of pneumonia, diphtheria, in- 
fantile paralysis, meningitis, scarlet fever 
and other exanthemata. 


Is the fight worth while? 


CHART I 


DISEASES WITH RHINITIS AS EARLY SYMPTOM AND 
CONDITIONS AS SEQUELAE TO RHINITIS 


German measles 
Diptheria 
Influenza 
Bronchitis 
Infantile 
Paralysis 
Encephalitis 


Measles 
Whooping-cough 
Scarlatina 
Pneumonia 
Tuberculosis 
Meningitis 
Possibly 
Small-pox 
Chicken-pox 
Mumps 


Chronic infections of: 
antra 
sinuses 
ethmoid 
sphenoid 
middle ear 
mastoid 
tonsils 
adenoids 


DISCUSSION. 


Dr. E. F. Howard (Vicksburg): You older men 
realize, and you younger men when you get to be 
as old as I am, will come to a realization that it is 
always a pleasure to meet an old friend. In this 
day of bobbed hair and short skirts it is not 
always easy to recognize that friend, but we gen- 
erally manage to do so if we look close enough, 
and so I welcome with joy the paper which 
Doctor Ullman has clothed in the habiliments of 
the modern scientific times, but which upon close 
observation reveals the lineaments of an old 
friend, one that you knew many years ago. This 
is well illustrated by a story. 


It is recorded in the log of that vessel, the 
account of whose voyage furnishes our earliest 
maritime history, that when the Ark grounded on 


II 


ACUTE RHINITIS 


TYPE ETIOLOGY 


PHYSIOLOGIC REFLEX to 


bright light 


cold air 


ANAPHYLACTIC Foreign proteins 


MECHANICAL Irritant dusts and gasses, 


SYMPTOMS DURATION 
Local 

Turgescence temporary 
Sneezing 

Clear mucus 


Stops as soon as cause is 
removed. 


As above Stopped by elimination of 


protein or by immuniza- 
tion. 


ACUTE 
INFECTIONS 
a. Local 
b. Systemic 


ACUTE EXACER- 

*BATIONS OF CHRONIC 
CATARRHS OF UPPER 
RESPIRATOR TRACT 


or excessive dryness of air. 


Tathogenic 
bacteria 
a. localised lesion 
b. local reaction at portal 
of entry of infection 


Sequelae of acute 


tions 


infec- 


As above, except when ir- 
ritation be strong enough 
to cause pus. 


Local 
Turgescence 
Sneezing 
Muco-pus 

Systemic 
Headache 
Fever 
Malaise 

Constipation 


Same as above 
RECUR FREQUENTLY 


Ceases as soon as cause is 
removed unless profound 
inflammation or suppura- 
tion occurs. 


Localized rhinitis 
Few days to weeks. 
Systemic 
Duration of rhiaitis #8 
above but merely a fore- 
runner of many _ respi- 
ratory and exanthema- 
tous diseases. 


Variable, but often greater 
than in acute infections. 








n of 
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oun 
pura- 


fore- 
yespi- 
1ema- 


reater 
ons. 








Ararat and Ham, who was roustabout on the boat, 
went overboard with the hawser, he slipped in the 
mud and got his feet wet, and as he started back 


up the gang plank he began to sneeze, whereupon 
Mrs. Shem, who was representing the Red Cross 
in the overflow district, said to him, “Colored man, 
you get right on down into the engine room and sit 
down by the boiler until you dry off, because, while, 
as Doctor Ullman says, this may only be a tem- 
porary physiological turgescence of the turbinates, 
it is possible that it may be catching; and while 
we do not know anything about germs, of course, 
because they have not yet been discovered, still we 
do know that we have two kinds of everything on 
board this packet and if you go to scattering them 
around and the giraffe gets the sore throat, there 
is no telling how long Doctor Dan Williams will 
keep us in quarantine.” 


Doctor Ullman’s paper hinges on the fact that 
a physiological nasal reaction simulates symptoms 
frequently observed in the early stages of certain 
infections. That is quite true, but it is manifestly 
impossible to expect every one who sneezes to have 
a bacteriological examination, putting him in quar- 
antine in the meantime until we get a report from 
the laboratory, and until we do, I am in the posi- 
tion of the woman who on being told of some of 
these wonderful improvements, remarked, “Well, 
the millennium has not come yet, thank God.” In 
the meantime, it is my belief that we had better 
go on teaching that all colds are catching than to 
try to teach the people to distinguish between a 
transient physiological turgescence of the turbi- 
nates and the prodomal symptoms of something 
that will do real harm. This teaching is being 
done to a great extent in the schools, and I think 
really better when the doctors do it, and with the 
friendly and sane work of the State Board it is 
getting pretty well broadcasted. 


As to the terminology at which Doctor Ullman 
couches his lance, there are many instances where 
names entirely erroneous have- received the appro- 
val of years. I can recall nearly thirty years ago 
hearing Doctor John B. Elliott, Professor of Medi- 
cine in Tulane, the father of the gentleman who 
addressed us last night, lecturing on malaria, state 
that as malaria was due to the ingestion of bad 
water and not to the inhalation of bad air, a better 
word would be “malaqua,” but that “malaria” had 
been so grounded into the public mind that no- 
body would attempt to do anything with it. We 
find many other instances of that sort, and we 
find every day in the mortality reports people 
dying of typhoid fever when we know absolutely 
that the conditions of which they died would not 
resemble typhus. And so I greatly fear that, 





ULLMAN—Acute Rhinitis and Pharyngitis. #19 


however much it may wring the soul of an 


etymological purist like Dr. Ullman, so long as 


people sit in draughts and get their feet wet they 
will continue to “catch cold.” 


Dr. W. A. Dearman (Long Beach): After 
having listened to this paper and the most elabor- 
ate discussion of Doctor Howard, I hesitate to con- 
tinue the discussion, but that I may not go too far 
afield I will limit my remarks simply to that part 
of Doctor Ullman’s paper referring to preventive 
measures in connection with the _ respiratory 
passages. There are two .outstanding situations 
with reference to infection of the respiratory pas- 
sages that we must consider. The first is the 
exciting cause, as Doctor Ullman has stressed— 
bacteriological agents and pathogenic organisms 
and predisposing factors. 


As far as my personal convictions are con- 
cerned, I do not believe that there is an adult human 
being who has not in his own accessory sinuses 
a veritable flora of the most formidable organ- 
isms of the catarrhal group, including the pneu- 
mococcus, the micrococcus, the streptococcus viri- 
dans, streptococcus hemolyticus, and the staphy- 
lococcus group, especially the staphylococcus au- 
reus, So much for the exciting cause, leaving aside 
the exanthemata with their expression in various 
nasal troubles. 


When it comes to the predisposing cause, very 
important in my mind is preventing the bacterial 
cause of colds, because this is a very fundamental 
principle in the etiology of infections of the res- 
piratory tract. I have never been able to con- 
vince myself that measles and other infectious 
diseases are the predisposing factors that stand 
out’ paramount and pre-eminently in the dissemi- 
nation of so-called infections of the respiratory 
passages. Why? Because it is well known to the 
aurist, the rhinologist, the otologist, and to the 
clinician and the general practitioner, that that 
condition is almost as common as constipation 
and looked upon as being simpler. 90 per cent 
of colds in the respiratory passages occur in 
winter rather than in the summer seasons, and I 
want to say to you now as I have said to you 
before, in this Society, that there is a difference 
between fresh air and cold air. I have aborted a 
thousand colds by drying my feet after they have 
become damp. I have aborted a thousand colds 
by moving away from the draught when I was 
warm. I have known people to lose their lives 
by persistently sitting in a draught because they 
would not move. I have gone out of the operating 
room wringing wet with perspiration, and getting 
into an automobile with the wind in my face, and 
in five minutes I would have a cold. Why? 
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Because of the cold air that rapidly cooled me off 
when I was warm. 


We rarely have an epidemic of colds, and if we 
did it would be almost impossible to isolate and 
keep in quarantine any one who had rhinitis, be- 
cause they would not stand for it. 


Dr. J. S. Ullman (closing): There is very 
little to say in closing except to thank Doctor 
Howard and Doctor Dearman for their discus- 
sions. While I have failed to convince Doctor 
Dearman as to the unimportance of getting over- 
heated, he has failed, I think, esqually, to convince 
me of the importance of over-heating. It may be 
a poor sort of defense, but I have always this to 
fall back on—how can a man know that he has 
avoided this trouble or not? How can Doctor 
Dearman tell with certainty that if he had not 
changed his shoes or if he had not dried himself 
properly when he was over-heated, that he would 
have had a severe cold at that particular time? 





THE TREATMENT OF THE FAILING 
HEART.* 
T. D. BOURDEAUX, M. D., 


MERIDIAN, MIss. 


The title of this paper might more prop- 
erly have been The Prevention of Heart 
Disease rather than its treatment. For 
while the treatment is tremendously im- 
portant to the individual patient, it is in the 
prevention of cardiac, as well as other dis- 
eases that medicine finds its largest field 
of usefulness to the human race. I shall 
not bore you with statistics to prove that 
heart disease is becoming yearly more im- 
portant as a public health problem for each 
of you must have been impressed with the 
increasing number of cases of heart dis- 
ease you are called upon to treat, and the 
number of death certificates you have 
signed giving some form of heart disease 
as the cause of death. 


I merely pause here long enough to 
lay it on your conscience as medical men, 
to be alive to the situation and do what you 
can to prevent heart diseases, by enlighten- 
ing the people to this danger. 


*Read before the Mississippi State Medical 
Association, Biloxi, May 12-14, 1925. 
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This involves not only instructing your 
patients in the every day habits of living, 
such as work, play, rest, eating, etc., but 
also apprising them of the danger of any 
neglected infection. 


It is your duty to safeguard the health 
and life of the individual patient by a 
careful study of the cardio-vascular sys- 
tem and to remove as nearly as possible any 
menace you may find—be it an error in 
habit or a focus of infection. 


I am sure you all realize that almost 
every infectious disease whether scarlet 
fever, or an infected toe nail may become 
a monkey wrench in the circulatory ma- 
chinery. I am equally sure you know that 
the mad pace at which America is living 
is breaking the lives and sending to un- 
necessarily early graves, too large a num- 
ber of our people each year by the car- 
dio-vascular route. Everybody is in a hurry 
to get somewhere, or do something differ- 
ent, or grab a few more dollars, and a large 
number of the people do not even take the 
necessary time each day to have a proper 
bowel evacuation. 


Now as to treatment: What can the doc- 
tor do when he discovers a failing heart, 
unequal to the work required of it? First, 
be sure the heart is failing and don’t make 
a diagnosis of heart failure on account of 
a@ murmur or murmurs. Functional ca- 
pacity is entirely compatible with various 
sorts of murmurs. Try to determine by 
careful examination whether or not the 
heart is actually diseased or whether the 
patient has just been requiring more than 
the heart legitimately should be called upon 
to endure. If some source of infection is 
found this should be removed if possible. 
If the man’s habits are wrong, correct 
these. If the cardiac failure is acute put 
the patient to bed on a light diet and then 
if the condition is not relieved—digitalis. 
Let me emphasize the importance of rest 
for the failing heart; in many cases, this is 
all that is required. There is nothing more 
gratifying to me in the practice of medicine 
than to witness the poor, tired, abused 





BOURDEAUX—The Treatment of The Failing Heart. 


heart muscle struggle back to functonal 
integrity under rest and proper doses of 
digitalis. 

Other drugs such as strophanthus and 
squill have their place of usefulness when, 
for any reason, digitalis is not well borne, 
but none of them possess any advantage 
over digitalis where this drug can be 
utilized. Do not pay any attention to the 
blood pressure if the heart muscle is fail- 
ing, but give digitalis. In the heart failure 


of the acute, febrile diseases, morphine is 
the great tranquilizer and stabilizer and 
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this in conjunction with the ice-bag is 
probably the treatment of choice. Digi- 
talis may be tried if the heart is dilated, 
but it cannot be expected to do much with 
an acutely toxic heart. Caffein, strychnine 
and camphor are probably not heart stimu- 
lants at all and should not be relied upon. 
There is one other condition of chronic 
heart weakness I wish to mention, and 
that is of the heart of myxedema or hypo- 
thyroidism, which improves strikingly un- 
der proper doses of thyroid substances. I 
have seen two such cases. 
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BENEFITS OF MEDICAL ORGAN- 
IZATION. 

You have been informed during the re- 
cent past through various medical sources 
of some of the activities and accomplish- 
ments in the conduct of periodic health ex- 
aminations for our citizens in this country. 
This new type of work for medical men 
has been sponsored by the American Col- 
lege of Surgeons and the American Med- 
ical Association—applied by many of the 
states with successful results. 


Here is a phase of medical activity truly 
the work and responsibility of the physi- 
cian. From the records through the above 
sources, we find that the results will show 
not only a material benefit to the citizen 
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for better health, but the intensification 
and increase of medical work for the phy- 
sician in the locality where such examina- 
tions are conducted. This should be 
the function of the family physician. The 
emoluments surrounding same and the 
benefits to be accrued should be to his 
credit. 


In Louisiana there has not been any con- 


certed effort for the application of this im- 
portant feature. We should not tarry longer 
or we shall fall behind in the work and thus 
would redound to the discredit of our med- 
ical organization. The physicians of our or- 
ganization and state have ever been alert 
and interested in the performing of their 
duty and obligations in all matters med- 
ical. Our position in the medical world 
requires some action to be taken early in 
perfecting a plan and instituting this 
work. So we ask that you give this 
your careful consideration and intelligent 
thought. Talk it over with your confreres, 
bring it up in suitable form before the 
parish and district society. Let us come to 
the Annual Meeting at Monroe with some 
revelent suggestion looking toward the ap- 
plication of periodic health examinations 
in our state. 


To those who are not members of the 
Louisiana State Medical Society, the above 
is only one of the many features rec- 
ommended and applied for the benefit of its 
members. You as a physician of Louisiana 
should join forces with organized medicine 
and thus perform your just function in the 
progression and development of medicine. 
Following you will find some of the bene- 
fits to be derived from membership in the 
Louisiana State Medical Society. 


1. Modern medicine is keeping stride 
with scientific research. Membership in the 
State Society gives you a scientific stand- 
ing. 


2. Membershp in the State Society pro- 
vides you with publications recording the 
latest developments in the Medical Society. 
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3. Membership in the State Society per- 
mits you to discuss with the leaders of the 
profession medical problems. 


4. Membership in the State Society 
gives you entrance to medical societies in 
any state of the United States. 


5. Memberships in the State and local 
Society are necessary before you can af- 
filiate with the reputable, professional so- 
cieties of the country and the American 
Medical Association. In some states a 
year’s membership in the local society is 
required before a license can be secured by 
examination or reciprocity. 


6. Membership entitles you to a medical 
defense. 


7. Membership entitles you to a card 
in the directory of licensed physicians. 


8. Members will be supplied with liter- 
ature for distribution among their patients 
on what scientific medicine is dong to pre- 
vent disease. 


9. By paying your dues you are advanc- 
ing funds to promote better medical legis- 
lation. 


10. The welfare of your profession de- 
pends upon the support you give it. A well 


organized profession means greater respect’ 


and better compensation. 





AUTOPSIES ONCE MORE. 


Autopsies are the occasion of so much 
discussion that, were the subject less grave, 
one might be tempted to say that it is a 
live question of the day. 


Within a year this Journal made editorial 
comment on the difficulty of obtaining 
post-mortem examinations. The lack of 
co-operation on the part of morticians, ex- 
plained by the inconvenience to which they 
are put by delays and by the technic em- 
ployed, was commented upon. The sugges- 
tion was made, perhaps not relished be- 
cause of the disagreeable thoughts aroused, 
that if physicians directed the holding of 
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autopsies on themselves, such examinations 
would be made more generally and would be 
looked upon with less repugnance, the pub- 
lic becoming gradually immunized by their 
growing frequency. 


The present issue of the Journal carries an 
article in which a pathologist, Dr. Andrew 
V. Friedrichs, calls attention to the poor 
attendance on autopsies. Accepting his 
statement of the statistics as accurate, it 
would seem that when we have surmounted 
the primary difficulty of obtaining the im- 
portant privilege of making a post-mortem 
examination, we are confronted with a poor 
attendance on the part of the clinicians who 
have studied the case ante-mortem. There 
results a lack of comparison of the ante 
and post observations, and the profit from 
lessons to be learned is correspondingly less; 
further the clinician gets a second-hand re- 
port of the findings instead of a first-hand 
visual impression, which would sink in more 
deeply, encourage further observation and 
present the easy recurrence of errors of 
omission or commission. 


It is reported of the great clinical 
teachers that they have made attendance 
on autopsies a duty of the highest im- 
portance, with which only extraordinary 
circumstances were allowed to interfere. 
Certainly the New Orleans member of the 
profession who has had the greatest in- 
fluence in stimulating interest in profes- 
sional studies of all kinds, Dr. Rudolph 
Matas, is most untiring in the pursuit of 
information of this kind. 


The explanation given by clinicians in 
the discussion following Dr. Friedrichs’ 
paper is two-fold: lack of notification of 
the time of holding autopsies and incon- 
venient hours for the examination. The 
former impediment to’ attendance ought to 
be easy of removal. As for the latter it 
would seem difficult to find a generally 
convenient time. For with visits and 
operations in the morning, office hours in 
the afternoon, there is no perfect time for 
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autopsies. Perhaps agreement on some 
fixed time would help. 


The complaint of the pathologist is an 
important one, to be taken seriously. Let 
us unite to make a change' for the better! 





EXPERT TESTIMONY. 


The lay press, during the past year, has 
been quite scathing in its criticism of many 
alienists who have qualified as experts in 
some of the more notorious murder trials. 
Much has been said regarding their attempt 
to “differentiate ’*twixt tweedle-dee and 
tweedle-dum”. While we must admit that 
there may be a few black sheep in the med- 
ical profession, we are safe in stating that 
the reputation of the profession as a whole 
will compare most favorably in probity and 
in honesty with that of any other body of 
men. 


Under our present system of testimony, 
both defense and prosecution employ ex- 
perts to testify on questions of sanity. An 
alienist, in order to earn his fee honestly 
must try to present his client’s case in the 
best possible light, just as the attorney does. 
No one questions the honesty of members of 
the legal profession when they take dif- 
ferent sides on a case. It seems then that, 
so long as the present system lasts, the 
alienists, or any other scientists who are 
testifying, should be accorded the right to 
serve the interests of their clients. 


It is but right and proper that there be 
legal standards of sanity. But are these 
standards in perfect accord with the facts 
as set forth by modern psychology and 
psychiatry? The legal profession makes 
much of the points as to whether the accused, 
whose sanity is being questioned, was sane 
at the time the act was committed. They 
will have a man sane today and insane yes- 
terday. They are too prone to overlook the 
defective mental foundation which gives 
way under the stress and strain of modern 
conditions. Such a person is practically 
always a criminal. Reproduce similar con- 
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ditions to those existing at the time of a 
former crime, and we are even more likely 
to have this individual commit a second 
one, for the first act has lowered the thres- 
hold of his inhibitions. 


So long then as we have these cases ap- 
pealed, or thrown out of court on technical- 
ities, these potential criminals remain both 
a burden on, and a menace to society. 


It seems that the solution of this many- 
sided problem may be reached by the ap- 
pointment of a permanent commission of 
experts. The commission should pass upon 
such technical questions, and its decision 
should be final in so far as the court was 
concerned. If its study of a case should 
prove a man a fit subject for a hospital for 
the criminal insane, such a finding should 
obviate the necessity of a trial and thus 
save the state a considerable expense. It 
would, furthermore, give the accused 
pauper, theoretically at least, as fair a 
chance as the accused millionaire. 


The question of release from a penal in- 
stitution, where the prisoner has been com- 
mitted by decision of such a commission, 
should be determined by the same body. 
A governor, or a board of pardons, is no 
more qualified to pass upon a question of 
sanity than is a jury. 


Such a procedure, as far as the matter 
of testimony is concerned, might with 
equal profit be utilized in the determina- 
tion of questions involving other sciences 
than psychiatry. For the judge, lawyers, 
and jury are just as poorly qualified to 
consider the technical side of chemistry, 
bio-physics, and bio-chemistry, and the va- 
rious branches of engineering. 


Of course, it is obvious that the in- 
dividuals chosen to membership on such a 
commission should be of such standing in 
their respective professions as to be above 
reproach. If such an office is to be looked 
upon as a political plum, then this method 
may be as badly abused as is the present 
system. 
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The 1925 Sectional meeting of the American 
College of Surgeons embracing the states of Louis- 
iana, Florida, Georgia, Alabama and Mississippi, 
was held in New Orleans on January 25th and 
26th. The program’ was splendid and impressive. 
The contributions of the doctors in the states 
embraced by the Sectional meeting were greatly 
augmented by a number of visiting doctors ‘who 
travelled thousands of miles to add their efforts 
to the success of the occasion. The program em- 
braced three definite sections; the Hospital 
Conference which was held the afternoon of Jan- 
uary 25th and the morning of January 26th; the 
Public Community Health Meeting which was held 
the night of January 25th and the Scientific Ses- 
sion which was held the afternoon of January 
26th. The question, directed by a layman who was 
vitally interested in medical problems, because 
of his membership on the Board of Managers of 
one of the New Orleans hospitals, was most im- 
pressive—‘What is it”, asked this Board member, 
“that brings these nationally known members of 
the medical profession: to us on this occasion?” 
Certainly, the answer is in the fact that the Col- 
lege of Surgeons has for a number of years been 
utilizing these sectional meetings as a practical 
demonstration of their ideals of service to the 
sick. A great many of our doctors and still more 
of our hospital folks can not avail themselves of 
the opportunity of attendance on the big National 
Meeting and the holding of these sectional meet- 
ings is in fact the very bringing of the “Mountain 
to Mohammed”, 


Two special addresses of outstanding merit 
were delivered before crowded medical audiences 
at the Hutchinson Memorial. On Monday, Dr. 
George W. Crile of Cleveland, delivered an illus- 
trated lecture on “New Surgical Technique”, in 
which he described a number of original and very 
valuable procedures that he had developed in his 
Clinic. He declared that a fair trial of radium 
in the treatment of carcinoma of the tongue had 
led to disappointment, and increased his confi- 
dence in the superiority of surgery for this form 
of cancer. In carcinoma of the tongue he had 
adopted the method of Bastianelli of Rome, Italy 
in which the removal of the growth was preceded 
by the ligation of the lingual arteries, and a 
block excision of the submaxillary and carotid 
lymph nodes. The excision of the tongue then 
followed in a bloodless way under a local anesthe- 
sia. Dr. Crile then dwelt upon his well known 
electro-chemical theory of shock, and pointed ver$ 
ingeniously to the great advances of diathermy 
as an ideal method of holding the body tempera- 
ture especially of the liver and master organs of 
the chest and abdomen at or above a normal level, 
in performing abdominal operations on bad risk 
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patients. The ‘application of diathermy in main- 
taining the body heat was most valuable in coun- 
teracting the depressing effect of shock, especial- 
ly in abdominal cases. The treatment of contam- 
inated wounds by packing with Morrison’s “Bipp” 
(Bismuth, Iodoform and Paraffin) ‘was also ex- 
pounded as a valuable lesson from the World War. 
These and other points of very practical value 
were brought out in this instructive lecture. The 
admirable way in which these valuable suggestions 
were marshalled out in the course of an hour is 
well expressed in the comments of one of the 
younger surgeons who said, “I marvel that one can 
crowd so much information in so short a space.” 


On Tuesday, Dr. John Osborn Polak of Brooklyn, 
had as the subject of his address “What Type of 
Fibroid is Amenable to Treatment by X-Ray and 
Radium”? Dr. Polak’s address was the very last 
word on the subject and those who had the privi- 
lege of hearing him have profited greatly by the 
very practical and fundamental keynote of his 
talk. Pp. 


The Public Meeting, presided by Dr. James C. 
Willis of Shreveport, was held on Monday night 
to an. overflow audience and our Dr. Matas now 
serving as the President of the American College 
of Surgeons, received an impressive ovation by his 
colleagues, fellow citizens and visitors when he 
took the platform to make the first address of 
the evening. In welcoming the visiting surgeons 
and guests, he rejoiced that they were meeting 
in the greater New Orleans, made greater by 
its unparallelled growth and prosperity through 
the magic touch of modern scientific medicine. 
He drew a striking parallel between the New 
Orleans of 1905 and the new and transformed 
city of 1926. He pointed to the memorable sum- 
mer of 1905 when the decisive battle was fought 
which delivered New Orleans, the South and the 
North American Continent, from the yoke of yellow 
fever. For over a century New Orleans and the 
South had been held in the deadly grip of this 
plague—the greatest known destroyer of maritime 
commerce and trade. The victory of 1905 achieved 
by the application of the doctrine of mosquito con- 
trol has made of New Orleans, like Havana, Pana- 
ma, Vera Cruz, Rio and all the seaboard of the 
western hemisphere an eternal and unpaid debtor 
to medical science through the discovery of the 
role of the stegomyia mosquito in yellow fever 
propagotion. For over two decades New Or- 
leans and the South have prospered in the en- 
joyment of the fruits of this vcitory, and it was 
time that so epochal an event should be fittingly 
commemorated by a public monument. “It is time 
that the people should be reminded that the blood- 
less victories of science are far more significant 
to the welfare of the race than the bloody and 
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glorified battles that tell chiefly of man’s inhu- 
manity to man.” 


Dr. Franklin H. Martin, Director General, sur- 
veyed the activities of the College and laid stress 
on what it is doing to improve the character and 
efficiency of the surgeon, and upon the hospital as 
the center of the surgeon’s activity. He explained 
the enormous significance for the welfare of the 
community of the great movement for hospital 
standarization so vigorously and successfully under- 
taken by the College. He stressed the growing 
importance of periodic health examinations for the 
prevention of disease. Of every one thousand 
deathes, 185 were from heart diseases, particu- 
larly claiming as its victim, the  profes- 
sional and office. man, who suffered most 
from the high pressure and strain of modern mode 
of living. Death from this and other causes can 
be delayed by early consultation with a competent 
medical man. Every adult should celebrate his 
birthday by taking a complete stock of his physi- 
cal condition through a competent physician. Dr. 
George W. Crile gave the public a picture of the 
untold benefits accruing to suffering humanity 
through information acquired by Experimental 
Medicine. Increase in the average length of human 
lifa from 18 years in the 16th century to 56 years 
in 1924 was due largely to the work of the quiet, 
painstaking medical workers in experimental labor- 
atories, who devote their lives to the investigation 
of disease and to the problems involved in preven- 
tion and cure. They are inadequately compensated. 
He urged a better understanding by the public of 
the great value of the scientific work that was 
going on in these laboratories. He urged the in- 
telligent and liberal minded to foster research and 
medical discovery by contributing liberally to the 
encouragement and maintenance of this modest 
but most productive class of workers. 


Dr. John Polak spoke on “Prenatal Care” stres- 
sing the great necessity of insuring the greatest 
possible health to the mother that she might 
transmit it as one of the greatest heritages that is 
possible for a mother to give to her offspring. 
Dr. Polak complimented New Orleans on the won- 
derful opportunity it was giving in the form of 
post-graduate education in Obstetrics through the 
Junior League Fellowships that are to be carried 
on by Tulane University with Touro Infirmary 
cooperating. “No better contribution to the better- 
ment of humanity could be given”, he said. Few 
realize the tragedy of child-birth. An average of 
one woman out of every eight dies in child birth, 
and 8 of every 100 babies are still-born. 61% of 
all operations performed on women are required 
to correct the effects of poor obstetrical care. He 
showed figures on three sets of a thousand cases 
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each that the infant mortality in Brooklyn had 
been reduced 400% through proper prenatal care. 
Incidentally he said “The modern girl can’t be 
told much, but she can be told something. She 
knows more than her grandmother did when she 
died, but the question is whether or not she knows 
the right thing”. 


Father Moulinier whose genial countenance and 
words of wisdom can always be looked forward to 
as a contribution to our Sectional Meetings gave 
a straight-from-the-shoulder address on the “Meas- 
ure of a Hospital”. He gave to the public some 
very definite and concrete information as to the 
measures they could apply in ascertaining whether 
or not the hospital they were to enter was the best 
one available. 


The meeting was closed by Dr. Allan Craig, 
Associate Director, American College of Surgeons, 
who talked eloquently on the wear and tear of 
the human machine in modern life, and its pre- 
vention by recreation and rest, and along the lines 
of life extension. He closed the meeting with 
a very interesting moving picture on “How the 
Fires of the Body are Fed”. 


No one who attended this meeting could possibly 
have gone away without having acquired the im- 
pression that it was a good idea to judge his or 
her doctor by the hospital in which the doctor 
was permitted to work on the basis of the fact 
that hospitals, through the Hospital Standardi- 
zation Movement of the College of Surgeons, had 
generally accepted their sacred stewardship of the 
public weal in permitting only the best doctors 
to do their best within the walls of these institu- 
tions. 


SCIENTIFIC SESSION. 


The scientific session, presided over by Dr. W. H. 
Wilder of Birmingham, Alabama, was held on 
Tuesday afternoon at the Hutchinson Memorial. 
An unusually full and attractive program was 
presented as follows: 


“Surgery of the Gall-Bladder”, by Dr. Frank K 
Noland, Atlanta, Georgia. “Practical Remarks on 
Intestinal Obstruction”, by Dr. Frederick W. Par- 
ham, New Orleans. “Gastric Syphilis”, by Dr. J. 
Knox Simpson, Jacksonville, Florida. “Gun Shot 
Wounds of the Abdomen”, by Dr. Rudolph Matas, 
New Orleans. “Hirschprung’s Disease”, by Dr. H. 
P. Shands, Jackson, Mississippi. “Present Status 
of the Cancer Question”, by Dr. Frederick L. 
Hoffman, Newark, New Jersey. 


The scientific session was as important and 
interesting to the professional public of New 
Orleans as the community health meeting had been 
valuable and interesting to the lay audience of the 
previous evening. The auditorium of the Hutchin- 

















son Memorial was crowded with attentive listeners, 
who appreciated the excellent points brought out 
by each one of the speakers. All the papers were 
of a high order and should be reproduced in the 


Medical press for permanent reference. As of 
special local interest, we would refer to Dr. Matas’ 
paper on “Gun Shot Wounds of the Abdomen”. 
He showed that from 1890 to 1924 inclusive 
(34 years), 1174 gunshot wounds of the abdomen 
had been admitted to the Charity Hospital, with 
an average mortality 60.52%. During the eleven 
years, 1914-1924 inclusive, a total of 3140 patients 


had been admitted for the treatment of gunshot’ 


wounds in general, and of these 632 had died. 
This means that 3.31% of all the surgical admis- 
sions to the hospital were for gunshot wounds, 
and that 10.11% of the total surgical deaths in the 
hospital were attributed to wounds inflicted by 
fire arms. From 1904 to 1924 inclusive, a grand 
total of 5691 gunshot wounds had been admitted 
of whom 1196 had died! In the discussion of this 
paper, Dr. F. L. Hoffman, the eminent satistician 
and veteran student of criminology in this country, 
stressed the sdciological side of this great problem. 
“We must wake up”, he said. “The pistol toting 
habit in this country is one of the vilest remnants 
of lawless, pioneer days. The figures show that 
70% of all murder deaths in this country are due 
to fire arms. I am not an alarmist or a pessimist, 
but this is a frightful state of affairs. The sur- 
geons and medical men who are unavoidable wit- 
nesses of the fearful havoc wrought upon the life 
and morals of the community through the criminal 
use of fire arms should raise their voices in pro- 
test,” 


In closing his address on the Present status of 
the cancer question”, Dr. Hoffman said, “From the 
examinations made of 1600 native Indians in 
Boliva and Peru, I found only four cases of cancer, 
and these were all in city dwellers. Cancer and 
civilization go together; it is the most menacing 
disease facing the adult people of America today. 
The greatest single factor in coping with the 
disease is the time element, by which I mean, the 
time elapsing between the discovery of the disease 
and its treatment. For New Orleans this is eigh- 
teen months on the average. Surgery still remains 
the best treatment, but the prime essential is 
promptness in applying the treatment. 


The Hospital Conference furnished very excell- 
ent medium of exchange of ideas as between the 
doctors and the hospital administration. Dr. James 
C. Willis of Shreveport presided at the Monday 
afternoon meeting at which Dr. Franklin Martin, 
Director General of the College of Surgeons spoke 
on the American College of Surgeons and its rela- 
tion to hospitals. 
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Dr. L. R. DeBuys, representing the American 
College of Physicians, spoke on Hospital Ef- 
ficiency from the Standpoint of the Internist, 
and Rev. C. B. Moulinier, S. J., spoke on the 
Community Responsibility of a Modern Hospital. 

The Round Table conference which followed was 
conducted by Dr. W. T. Henderson of Mobile. 
The following questions were discussed: “Ex- 
tension of Privileges to Practice in Hospital,” by 
Dr. C. Jeff Miller, New Orleans, discussed by Dr. 
J. W. Barksdale, Jackson. “Consultations,” by 
Dr. Gerry R. Holden, Jacksonville, discussed by 
Dr. J. M. Moseley, Shreveport. “Organizations of 
Ophthalmological and Oto-Laryngological Depart- 
ments in General Hospitals”, by Dr. A. B. Harris, 
Birmingham, discussed by Dr. C. S. Lentz ot 
Augusta and “Laboratory Service”, by Dr. George 
S. Graham of Birmingham. 

The Round Table Conference for Hospital folks 
was conducted on the morning of January 26th 
by Dr. Williamson, Assistant Director of Hospital 
Activities of the College. 


New Orleans is proud and happy in having the 
privilege of entertaining the Sectional Meeting of 
the American College of Surgeons and feels deeply 
honored in having been visited by the members 
of the College in Alabama, Florida, Georgia, Lou- 
isiana and Mississippi, and particularly in having 
been signally favored by the visit of Crile, 
Polak, Father Moulinier, Franklin H. Martin, 
Allan Craig and the rest. New Orleans is no less 
proud in being able to point to its own Dr. Matas 
who, in accepting the Presidency of the American 
College of Surgeons, has brought honor to us. 

On Tuesday, January 26th, the following State 
Committees were elected for 1925: 

Louisiana: Dr. H. B. Gessner, New Orleans, 
Chairman; Dr. E. S. Hatch, New Orleans, Secre- 
tary; Dr. Louis Abramson, Shreveport, Counsellor. 

Mississippi: Dr. S. H. Hairston, Meridian, 
Chairman; Dr. J. C. Culley, Oxford, Secretary; 
Dr. T. E. Ross, Hattiesburg, Counsellor. 

Alabama: Dr. W. H. Wilder, Birmingham; 
Chairman; Dr. French H. Craddock, Sylacauga, 
Secretary; Dr. F. G. DuBose, Selma, Counsellor. 


Georgia: Dr. W. A. Selman, Atlanta, Chair- 
man; Dr. G. Pope Huguley, Atlanta, Secretary; 
Dr. C. T. Nolan, Marietta, Counsellor. 

Florida: To be elected. 

Birmingham will be the next meeting place. 
Tennessee will also be invited to participate in 
the Birmingham Conference. 

Dr. C. Grenes Cole, State Secretary, the Pres- 
ident, and the Local Committee of Arrangements, 
including the Committee on Hospital Clinics, de- 
serves great credit for the excellent way in which 
the preparations for the meeting were conducted. 
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January 11th, 1926. 


ANNUAL REPORT OF THE SECRETARY 
1925 


To The Officers and Members, Orleans Parish Med- 
ical Society: 


Gentlemen: 


To the Medical Man his local Medical Society, 
is or should be his chief interest. Its scientific 
sessions fulfill their purpose but carry little of 
the actual workings of the Society, this being ac- 


complished by the Board of Directors. 


In presenting this, my Annual Report, I wish 
to review some of the work accomplished during 
the year adding thereto some suggestions which I 
hope will prove acceptable. 


During the past year two of our members have 
Dr. Rudolph 
Matas was elected to the Presidency of the Ameri- 
ean College of Surgeons, and Dr. C. C. Bass was 
elected to the Presidency of the Southern Medical 
Association. 


been recipient of signal honors. 


We entertained as guests during the 
year, Professor Aldo Castellani of London, Eng- 
land and Dr. George Gelhorn, of St. Louis. 


MEMBERSHIP. 


Effort has been made during the past year to- 
ward increasing our membership. We fell short 
of our aim, a membership of 500, principally due 
to insufficient available material. The present 
membership is 470. Losses during the year from 
all causes amounted to 27, with a net gain of 40. 
Our gain is represented as follows: New members 
38, reinstated 4; losses were due to deaths, 6; 
dropped for delinquency 9, resigned 4, removals 2. 


MEETINGS. 


A total of thirty-one meetings were held during 
the year. Eleven regular scientific meetings, 4 
Clinical Meetings, 4 Executive Meetings, and 12 
Board of Directors Meetings. 


The programs were very interesting and well 
prepared; the papers read were of excellnt quality 
and the discussions were rather free in many in- 
stances, but I am of the opinion that the assign- 
ing of someone to open discussions would be gen- 
erally beneficial. The attendance has increased 
about 30% over the previous year. This is some 
improvement, but it is not yet near what it should 
be and every effort should be made toward secur- 
ing larger gatherings. Our Executive Meetings 
are largely a matter of routine and lack color, but 
these meetings might be made more attractive by 


allotting some of the time for the discussion, 
through the medium of prepared papers, of sub- 
jects allied to our Profession namely, Questions 
of Ethics, Civil Rights, Legislation, Legal Medi- 
cine, Medical Witnesses and Court Procedure, the 
Financial side of the practice of Medicine, etc. 
These matters I believe from time to time should 
be frankly discussed among ourselves and the sug- 
gestion is offered for what it is worth. 


Speaking of attendance it is interesting to 
record that during the past three years approx- 
imately 70 members have not attended a single 
meeting, and practically as large a number have 
attended but one meeting. 


DUES. 


Early in the year a successful attempt was 
made to collect the annual dues. The experiment 
proved very satisfactory, a large portion of our 
dues were received early in the year and resulted 
in less delinquencies than ever before. 


If this Society is to expand and develop all of 
its features to the point reached by other Medical 
Societies, an increase in dues is imperative. We 
must take cognizance of the fact that it is simply 
a question of time before we may have to change 
our domicile and something must be done to in- 
crease our domicile fund. The Library is growing 
and lacking the protection of a fireproof room and 
its expansion is making greater demands for main- 
tenance. Office expense shows a slight increase 
due to the increase in membership, greater activ- 
ities in the office work and necessary purchases 
from time to time of material to promote office 
efficiency. It is impossible to develop our scien- 
tific programs by the addition of leaders of the 
Medical Profession from other sections of the 
country because of lack of funds. I believe that 
it would be highly desirable to have sufficient 
funds for such a purpose thereby allowing the 
membership to hear distinguished guests from 
time to time during the current year. The devel- 
opment of New Orleans and its position as a 
Medical Center make this city more and more de- 
sirable as a meeting place for Medical Associa- 
tions and to maintain our prestige it will be neces- 
sary for us to invite and stage such Medical 
Meetings from time to time. The picayunish 
practice of collecting and soliciting contributions 
from members is a practice which is oppressing 
to all concerned. When acting as a host the 
amount budgeted should be drawn against a fund 
created for this purpose. With the wealth of Pro- 
fessional and Clinical material in the community 
we should be in a position to hold each year for 
the benefit, particularly of Southern Physicians, a 
Clinical Meeting such as is conducted in Kansas 
City and St. Louis, and I believe that this Society 
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should sponsor such a movement. Our dues are 
much lower than the average Medical Society. 
They range from $20.00 in St. Louis to $40.00 in 
Pittsburgh. 


DOMICILE, 


It is not only desirable, but I believe in a not 
too distant future that this Society will have to 
make provision for its own domicile. Effort should 
be made toward increasing our Domicile Fund, and 
I am offering as part of this report a plan which 
calls for a per capita assessment of $100.00 pay- 
able $25.00 at the termination of each five year 
period of membership. This assessment should be 
levied on present and future members of the 
Society and this additional revenue plus the in- 
terest on our investments should add handsomely 
to a permanent domicile fund. 


BULLETIN. 


The Monthly Bulletin published in the New Or- 
leans Medical and Surgical Journal should serve 
the purpose of acquainting the membership with 
what is taking place in the Society from month 
to month. Its value can be enhanced by the addi- 
tion of a summary of the Treasurer’s and the 
Librarian’s monthly reports. 


COMMITTEES. 


Several of the Committees were unusually ac- 
tive during the year and are due credit for the 
large part of the work that has been accomplished. 
It would appear that some of our Committees 
should become more active as there is much work 
that remains to be done and with a little more 
effort our activities could be increased. 


REVISION OF THE BY-LAWS. 


A necessary revision of .the By-Laws has been 
prepared by the Board of Directors and is now 
ready for your consideration and final disposition. 
Should favorable action result, I believe that each 
member should be furnished with a copy of our 
By-Laws so that he may familiarize himself with 
the rules which govern our Organization. 


PUBLIC POLICY. 


This Society has taken its place in the activities 
of our community and has made its influence felt 
in many ways. It is possible that a more aggres- 
sive policy should be adopted. Some medium 
should be provided by which the public may be 
kept informed and in an accurate manner of the 
advances made in Medicine. Health talks and 
health articles are of general interest and it is 
possible that we could enter this field. There 
is also a need for some means by which the Press 
may secure opinions and accurate data concern- 
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ing medical topics which appear in the daily 
press from time to time. Radio health talks have 
met with considerable success in the North and 
in the East, and I believe that this practice 
should be conducted here if some arrangement 
can be made with the local Station WSMB for a 
monthly appearance during their dinner hour 
program. 


LEGISLATION. 


Little was accomplished during the year as the 
Legislature was not in session, but we should 
prepare immediately for the approaching meeting 
as, in all probability, we shall be called upon to 
deal with the same questions that we were 
forced to take care of at the last session in 
addition to several others. 


OFFICE ORGANIZATION. 


The work in the office during the year has 
proceeded in a satisfactory manner. Our mem- 
bership record is not yet complete, but it will 
serve many useful purposes. The office is 
equipped to do all of the work assigned to it in 
a very orderly manner. 


I wish to thank Miss Lucille Maier, our Assist- 
ant Secretary-Treasurer for the faithful per- 
formance of her many duties. Full credit is due 
your Board of Directors for the major part of 
this successful year. To them I feel deeply 
grateful for their kindly interest and true 
helpfulness. We must continue to develop our 
S_ciety and individually and collectively we shall 
benefit thereby. 


Respectfully submitted, 


LuciEN Lepoux, M. D., 
Secretary. 


A PLAN PROVIDING FOR A PERMANENT 
DOMICILE FUND. 


While visiting in Los Angeles several years 
ago, the plan by which the Los Angeles Medical 
Society financed its Domicile, suggested itself as 
‘one that could be adopted by us, with certain 
modifications to meet local conditions. 


In Los Angeles, with a membership four times 
greater than our own, the assessment was fixed 
at $100.00. Dr. Harlan Shoemaker, then Secre- 
tary, succeeded in winning over the membership 
to his idea and it is now a “Fair accompli.” 


Dr. Englebach of St. Louis went to Los An- 
geles and studied the workings of this plan, re- 
turned to St. Louis which has a membership 
approximately the size of our own, raised the per 
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capita to $500.00 and succeeded in putting it over 
for the St. Louis Medical Society. 


I first began to work on this plan during Dr. 
Kostmayer’s administration, but I misplaced 


some very necessary data and regret its appear- 
ance at such a late date. 


This plan provides for the formation of a per- 
manent endowment domicile fund. The per 
capita is placed at $100.00 payable in sums of 
$25.00 for each five years of membership up to 
and including twenty years. Viz: At the end of 
five years, $25.00, at the end of ten years, $50.00, 
etc. At twenty years the full assessment of 
$100.00 would have been paid. This assessment 
would be levied on present and future active 
members of the Society. 


The moneys received into this fund and the 
interest would be applied toward the purchase of 
a building site and when deemed sufficient in 
amount to the building of a home. After the 
building is fully financed this fund could be held 


intact as a trust fund and the interest applied to 
the up-keep, including Library, etc. 


Were this plan adopted at this time, based on 
an assessment of 400 members, excluding hon- 
orary members, associate and interne members 
the return would approximate $23,000. At the 
end of five years, approximately $5,000 could be 
added to this amount. 


In presenting this idea to you, I realize that 
it is very much in the “rough,” but hope it will 
serve to open a free discussion of the subject, 
project activity, and possibly serve as a basis for 
the actual settlement of this matter. 


Respectfully submitted, 


LucIEN LEpoux, M. D., 
Secretary. 


ANNUAL REPORT OF THE TREASURER 


FOR 1925. 
To the Officers and Members, Orleans Parish Med- 
ical Society. 
GENTLEMEN : 


I wish to submit a brief summary of the re- 
ceipts and expenditures of the past year, limiting 
myself to the totals, as a detailed report would 
be too lengthy for publication. The report with 
the itemized receipts and expenditures is on file 
in the office and forms part of the records of 
the Society for the past year. 
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REPORT OF THE GENERAL FUND. 


Balance on hand, January Ist, 1925-.....$1,349.34 





IMI. <ciniedicasahansbumtindiensteleinbisietachoatng 9,107.17 
SS EEL TE LEILA OTE 9,972.36 
Actual Book Balance ...........................--- 484.15 
Total office expenditures ~....................... 149.36 
Be ae ee ae 357.07 
Total special receipts ......................------- 1,141.97 
Total special expenditures ...................... 5,416.98 


Respectfully submitted, 


JOHN A. LANFoRD, M. D., 
Treasurer. 


ANNUAL REPORT OF THE LIBRARIAN 
FOR YEAR 1925. 


To the Officers and Members, Orleans Parish Med- 
ical Society. 


GENTLEMEN: 


During the year which has just closed distinct 
advancements have been made in the Library. 


There has been an unprecedented interest 
manifested by the attendance of the members and 
their frequent requests for literature and ser- 
vices available in the library. In revealing these 
services the efforts of Miss Marshall are certainly 
commendable and much credit for our steady 
progress is due to her co-operation. 


Five hundred and thirty books were added to 
the library during 1925; of these 190 were re- 
ceived by binding, 51 by regular subscription, 
135 by gift. The total number of volumes in the 
library on December 31st, 1925, were 11,570. 


Acknowledgement is made of gifts from the 
following: Mrs. P. Michinard, Medical Library 
Association, Dr. Haidee W. Guthrie, Dr. G. F. 
Cocker, Dr. P. B. McCutcheon, Dr. H. P. Jones, 
Dr. W. A. Lurie, Dr. H. B. Gessner, Dr. P. Graf- 
fagnino and Dr. Maurice J. Gelpi. 


One double-faced tier of five sections of -steel 
shelving has been added. 


The number of complete bibliographies prepared 
in 1925 totaled 37, am increase of 26, or over 
200% above 1924. The number of ready refer- 
ences requested have shown a corresponding 
increase. 


All available space in our present quarters has 
been filled with additional book shelving and some 
provision for further expansion will become 
necessary within another year. Requests for ad- 
ditional lighting in the reading room is being 
made. 
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During the year the library assumed responsi- 
bility for reviewing new books received through 
the New Orleans Medical and Surgical Journal. 
A group of members representing the various 
specialties have accordingly volunteered to review 
these texts. Their prompt activity has afforded 
the Society a ready access to the very newest 
works. 


Respectfully submitted, 


DANIEL N. SILVERMAN, 
Librarian. 


ADDRESS OF THE RETIRING PRESIDENT. 
URBAN Mags, M. D. 


When I was 
officer of this Society one year ago, I advanced 


inaugurated as the presiding 


for your consideration the thought that the 
Society was yours, to do with as you would, that 
you, the members, could improve upon the work 
of the organization, or that you could permit it 
to remain as it was, a group of physicians, the 
majority of whom paid their dues but did nothing 
else to further its development. 


At the end of the year I again appear before you, 
this time to turn over the reins of office to my 
successor and to give you an accounting of our 
year’s work. The attendance at meetings has in- 
creased some 30 per cent, but this by no means 
implies that the membership at large has been 
stimulated into activity. The chairman of the 
Scientific Essays Committee has worked hard and 
diligently to attract interest in the meetings by 
the excellent quality of the papers presented, 
and he has the personal satisfaction of work well 
done, as well as the hearty approval of the Board, 
but the full membership has shown small appre- 
ciation of his efforts. We have a total member- 
ship of some 478, but the activities of the So- 
ciety are carried on by 75 or 100 men, no more; 
the remaining 400 pay their dues, but they rarely 
attend a meeting. A partial explanation may lie 
in the fact that papers on special subjects are 
bound to be of unavoidable, and the only remedy 
is to change the present organization into the 
New Orleans Academy of Medicine, and to meet 
ir sections devoted to the specialties. 


This brings us to the consideration of what 
may be done to increase the usefulness of the 
Society. The diligent work of a special com- 
mittee assures us that the present membership 
of 478 is about the maximum we may expect for 
the present. The increase in membership here- 
after must be gradual and relative to the normal 
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increase in population and the resulting increase 
in practitioners of medicine. 


It is obvious that if we are to achieve results 
a closer liaison of our membership must be 
achieved. Organized politics accomplishes its re- 
sults by “getting together,” and there is no reason 
why organized medicine should not accomplish its 
own results, which are frequently more to be de- 
sired, by exactly the same means. A _ united 
front will increase our own prestige, and inci- 
dentally and ultimately public approval of us. 


For some years past we have lagged behind 
in our educational features. During the past 
year our largest meetings were during the visits 
and addresses of distinguished guests, notably 
Dr. Aldo Castellani, who is now, happily, one of 
us. The visit of the Springfield Medical Society 
brought out a large attendance, as did the splen- 
did address of Dr. George Gelhorn of St. Louis, 
which were enjoyed through the courtesy of the 
New Orleans Gynecological and Obstetrical So- 
ciety. These facts seem to point to the advis- 
ability of encouraging more frequent visits of 
distinguished men from other medical centers, 
but in the last analysis this can only be accom- 
plished by an increase in the funds at our dis- 
posal. You are aware that the funds which we 
possess now are for one specific purpose, a home 
for the Society, of which I shall speak in more 
detail later. Nearly all medical societies in the 
country have found an increase in dues necessary, 
and now that the period of War and post-War 
depression is past, when a large part of the mem- 
bership was in service and there was a corre- 
sponding remission in dues, I would urge your 
earnest consideration of this most important 
point, agaim emphasizing the fact that upon it 
depends our keeping step with other societies 
throughout the country in our educational 
development. 


During the year, through the courtesy of Dr. 
Oscar Dowling and Drs. Samuel and Simon, we 
have seen the advantages of the moving picture 
as a means of presenting useful medical facts. 
Increased funds would make the wider employ- 
ment of this educational facility, whose impor- 
tance is now universally acknowledged. 


Certain other points should be brought to your 
attention if this resumé of the year’s work is 
to be complete. The Society has purchased its 
own daylight screen for lantern slide projection, 
and has also provided reading lamps for the 
essayists’ desk and for the reading room of the 
library. Dr. C. Jeff Miller has been appointed as 
the official representative of the Society on the 
State Gorgas Memorial Committee. Homeopaths 
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have been admitted to membership on equal 
The matter of the 
use of secret and unethical methods of medical 


terms with other physicians. 


treatment has been disposed of by the Society 
in a way to settle it definitely and to establish 
a precedent should similar problems arise in the 
future. 


The activities of the Librarian and his co- 
workers will be a matter of special report, but 
for fear this young man may be too modest, I 
wish to call special attention to his report and 
to that of his efficient co-worker, Miss Marshall, 
the latter of whom was good enough to honor us 
with a paper which called attention to the facili- 
ties of the library and to her willingness to co- 
operate and assist in the preparation of special 
bibliographies. Notable acquisitions have been 
the books presented by Mrs. Paul Michinard, be- 
longing to her lamented husband, and the books 
presented by Dr. Cocker. At one time we were 
not getting many books from the publishers, 
owing to our failure to publish many reviews, but 
with the co-operation of the Librarian this situa- 
tion has been remedied, and we are now receiv- 
ing a fair number of volumes by donation. 

It is with regret that I announce to you that 
we are losing the services of Dr. Lucien LeDoux, 
our secretary for the past four years. He has 
been a diligent and faithful officer, at all times 
watchful of the interests of the Society, and he 
sets a precedent for all succeeding secretaries to 
follow. 


Other matters will be presented to you in the 
reports of various committees, and I shall not 
encroach upon their fields. I would point out, 
however, that certain matters have engaged the 
attention of your officers which, in the very 
nature of things, could not be pushed to com- 
pletion. First and perhaps most important of 
these is the question of a permanent home for 
the organization. Its realization is obviously im- 
possible in the immediate future, and perhaps for 
many years, but it is not too much for us to con- 
ceive of a physicians’ and surgeons’ club, under 
the auspices of the Orleans Parish Medical 
Society, housing meeting places, club rooms and 
library under one roof. I can think of no happier 
means of bringing together our scattered member- 
ship in both a social and a scientific way for 
mutual betterment and advancement. In this 
connection, the services of a full time secretary 
is also a desideratum. 


I would suggest for the consideration of the 
incoming officers the question of periodic health 
examinations, so earnestly advocated by the 
president of the American Medical Association; 
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closer co-operation with health boards through 
special committees, and with the public through 
a carefully supervised press bureau; and the con- . 
tinuation and improvement of that very useful 
and helpful column in our Journal which pub- 
lishes the monthly bulletin of the Society. 


I should be derelict in my duty if I did not 
express to those who have worked with me my 
thanks and appreciation of their efforts. To the 
membership in general I would express also my 
appreciation of the cordial support they have ac- 
corded to this administration. And in conclusion 
I would call to your attention that quotation 
from the late Theodore Roosevelt which heads 
the column in the Journal devoted to our activi- 
ties and which I used in my address as your in- 
coming president one year ago, “Every man owes 
some of his time to the upbuilding of the profes- 
sion to which he belongs.” I think now, as I 
thought then, that if we, as individual members 
of this organization, conscientiously observe that 
precept, success cannot fail to crown our every 
effort. 


INAUGURAL ADDRESS OF PRESIDENT 
MAURICE J. GELPI, M. D. 


Mr. PRESIDENT, LADIES AND GENTLEMEN: 


Although the Medical Society does not demand 
that the individual selected for office express his 
views on important topics before election, it is 
certainly entitled at some time or other to clear- 
cut declaration of principles so to speak and to 
an honest expression on the outstanding questions 
of fundamental interest to the membership at 
large. I take this to be the opportune moment 
to tell you what I believe. I shall limit myself 
first to some of the main problems and issues 
immediately confronting us, and secondly I shall 
take the liberty of making two or three sugges- 
tions for your consideration in the future. 


First of all, let me remind you, if that is neces- 
sary, that while with time, our interests have 
ramified in many directions, we are still, essen- 
tially a scientific body. One of our main func- 
tions therefore should be to foster and encourage 
the development of scientific connection. I have 
two messages. The first I shall address to every 
one of you, but most particularly to those of 
you who are teachers. All of us in the Society 
are under moral obligation to each other, not 
‘only to receive scientific enlightenment but also 


‘to contribute our quota to the best of our ability. 


None of us have a right to be parasitic. For 
those of you with unusual experience and for the 
teachers, appearance on the scientific program 
should not entail too great a hardship. Further- 
more, appearance before the society furnishes an 














opportunity for the most laudable type of teach- 
ing, because you are teaching active, practical 
men, prepared and eager to utilize and digest 
every morsel of newly acquired information, with 
immediately resulting benefits to the community. 


On the part of the teacher especially, whose life- 
work requires early familiarity with all the new 
developments of scientific medicine, the duty of 
spreading this information liberally to less for- 
tunately situated confreres, should not be over- 
looked. What greater incentive can there be for 
the whole-hearted dissemination of knowledge, 
than the assurance of its immediate utilization, 
for practical purposes? My next appeal is to the 
rank and file like myself. Come and listen to the 
scientific discussions and you will be amply re- 
paid. In my opinion, nothing is more dishearten- 
ing to an essayist than empty chairs and con- 
versely a large interested audience is greatest 
imaginable stimulus. In other words, just as we 
know that good scientific programs will increase 
attendance, so also, good attendance will improve 
the scientific programs. Let us now turn to other 
problems concerning us which assume a more 
material aspect. 


Work for the Legislative Committee already 
looms up very prominently. The threatened in- 
vasion by the Chiropractors and other disciples of 
the “Short cut” to the practice of medicine or 
pseudo-medicine still demands attention as does 
also the problem of hospital abuse which at the 
present moment is a subject of concern not only 
to the Society but to the Charity Hospital and 
its Staff. 


As regards the question of hospital abuse, let 
me first state that I believe that the practice un- 
doubtedly exists. If my contention is correct, and 
I feel it will be proven at the proper time, I am 
also convinced, that it can be and should be 
stopped. This is true as a matter of principle, 
irrespective of the extent of abuse. In other 
words, whether the abuse is in the proportion of 
one , ten or fifty per cent of admission, the prac- 
tice is pernicious and detrimental, and should be 
curbed. Let us look at the question briefly, but 
frankly and fairly and without camouflage, from 
three standpoints especially, namely, that of the 
indigent poor patient, the Hospital itself, and 
lastly the doctor giving free service. 


For the poor patient, every single case of abuse 
refused admission, means more hospital funds and 
therefore better attention. When the informa- 
tion is doubtful, with the benefit of the doubt 
always granted the patient, not a single injustice 
need occur, and no maudlin sentimentality need 
be wasted on this score. 
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For the Hospital itself, every single case of 
abuse refused admission is an evidence of 
efficiency automatically resulting in more funds 
for the better treatment of existing patients or 
for further admissions and treatment on the same 
basis. On the other hand, every case of abuse 
deliberately admitted is a waste of hospital funds, 
un-businesslike and open to serious criticism. 
This contention is just as true whether the loss 
entailed amounts to only one hundred dollars or 
ten times this amount; the principle is always 
the same. 


For the doctor giving free services, and let us 
not shun discussion from the standpoint, every 
single case of abuse refused admission means 
simple justice. Every case of abuse tolerated, 
means a definite financial loss to the profession 
giving free service. Nor is this entirely com- 
pensated for by the gain in experience by any 
means, as will be attested to those by doing 
“T and A’s” by the half-day and many others 
whose routine amounts at time to considerable 
drudgery. There are prospects of this question 
being brought to a focus in the near future and 
the Society must take cognizance of it and should 
play an important part in its solution. I ap- 
proach the next subject with a certain hestitancy 
because any question involving disbursement is 
seldom popular. However, the urgent necessity 
for an increase in dues is facing the Society and 
it behooves us to give the matter serious 
consideration. 


Your ex-secretary has given you an array of 
facts over which to ponder very earnestly. In 
this connection, all I ask you is to remember that 
we cannot stand still; we must either go forward 
or retrogress, and an increase in the dues is going 
to be to a large extent, the determining factor. 
Remember the multiplicity of benef.ts which you 
derive from membership in the Society, remem- 
ber that our activities must keep pace with the 
strides of our own rapidly developing city. 
Finally, remember that this progress is utterly 
impossible without the necessary funds which can 
only be made available through an increase in 
dues. The idea of progress brings to mind a 
situation affecting our future development to 
such a degree that I should feel sorely delinquent 
in failing to take this opportunity to bring to 
your attention, a seriously impending situation. 


Our goal has been for some time, as you know, 
the housing and protecting of our increasingly 
valuable library, in a centrally located fireproof 
building, suitable also for a creditable domicile. 
This of course presupposes the possession of the 
necessary site. Please note that with the rapidly 
in accessible locations, 


increasing land values 
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such a site as we desire is going to be prohibitive, 
unless some action is taken in the very near 
The advisability of 
this step has already been informally discussed 


future for its acquisition. 


from time to time and the topic was brought up 
again, I understand, at the last meeting of the 


Board, which I was unable to attend for unavoid- 
able reasons. I wish to place myself on record 
as favoring the immediate appointment of a com- 
mittee for the purpose of investigating without 
delay the possibility of acquiring a suitable site 
for the future erection of the library and the 
domicile. If we fail to do this now, we may find 
it impossible to do so later. I must now give full 
credit to Dr. LeDoux for the successful consum- 
mation of a laborious undertaking. 


The entire By-Laws have been revised and this 
revision will be ready for your early considera- 
tion. This matter should be ready for disposal 
in the first quarter. Two other problems have 
suggested themselves for your attention during 
the coming year. The first of these is the possi- 
bility of developing a doctors’ telephone exchange 
and information bureau to be conducted by the 
Society. The second is the revival of interest in 
the abolishment of the Professional License Tax. 

Of late years, centralization has been the key- 
note of the Society’s development and the estab- 
lishment of a doctors exchange by the Society 
would seem to be in keeping with this idea. Such 
a department properly managed, might be con- 
ducted at a substantial saving to the individual 
and should also be more efficient than the private 
exchange. The information bureau could be 
run in conjunction with the exchange. 


As regards the Professional License Tax, the 
matter was almost successfully disposed of a year 
or two ago and had it not been for more pressing 
legislative business, thé chances were excellent 
for the abolition of the tax in a manner entirely 
satisfactory to the profession. This should stimu- 
late us to further efforts in the same direction 
and attention of the Legislative Committee is 
called to this point. 


In conclusion let me take this opportunity of 
thanking you for the confidence you have placed 
in me and let me express the desire that our 
administration will be characterized by the same 
zeal for your interests, the same fairness, the 
same becoming modesty, and the same dignity as 
has been in evidence in the case of my prede- 
cessors. With this example before me, it is with 


a certain fear and trepidation that I take up the 
cudgel, but with the expectation of your full and 
complete co-operation comes also the feeling of 
strength and eagerness to carry on. 
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CO-OPERATION IN MEDICINE. 
J. H. Musser, M. D., 


One year ago almost to a day I received my 
introduction to organized medicine in New Or- 
leans at the annual inauguration meeting, which 
we are celebrating again tonight. During the 
year that has passed I have learned to admire 
and to love the quaint old city I now make my 
home, more than it would be seemly to expiate 
upon at this time. The Crescent City, with its 
stately palms, its graceful palmettos, with its 
wonderful evergreen live oaks, its gardens and 
its superb levees, with its French quarter redo- 
lent of the stories and glories of the past, has 
an attraction which gradually grows on the ob- 
server until he cannot help but contrast unfav- 
orably other cities which he knows and with 
which he is acquainted. Even the mighty Missis- 
sippi, levee girded and everlastingly pushing, rush- 
ing and beating against its barriers, at first sight 
becomes in course of time a river of romance, of 
superb power and of unmitigated strength on 
which Spanish galleons sailed and French ships 
of line in days of old battled against the current. 
In the chocolate particles and the ever present 
driftwood, worn barkless and shiny in its long 
trip from the mountains of Pennsylvania or 
Idaho, one sees the visible evidence of the con- 
tact of these waters with the East, the North 
and the West borne down to this Southern region 
in a ceaseless stream. 


Gladly I record my impressions of the city 
and happy am I to say that just as I am content 
with the physical state, so am I delighted with 
that indefinite something I have found in New 
Orleans, which is not a definite corporeal entity, 
but rather a spiritual characteristic of the mind 
of man; the warm heart, the cordial welcome, the 
cheerful greeting, the frank hospitality cannot be 
recorded in black and white but are intangible 
and to be felt rather than seen and read. I 
should like to express in so many words, just as 
I have done inadequately with my surroundings, 
my impressions of the members of the medical 
profession as I have seen them and as I have come 
in contact with them. Such an exposition, how- 
ever, would hardly seem fitting from one so newly 
arrived in your midst, nor would it be a fair pre- 
sentation. I have only learned to know well two 
groups of medical men here in New Orleans, the 
group connected with Tulane and those associated 
with the Charity Hospital. It would seem to the 
rest of the local profession that I had singled 
out special groups for the purpose of lauding 
them, when they know that it is with these men 
only that I have been closely associated. If I 
am unable to express fully my sentiments in this 

















particular, may I then not choose for a theme a 
subject which I feel may be of general interest 
to the whole organized profession; a subject in 
which I feel that no matter how well the pro- 
fession pull together and work together, there 
will be always rooms for improvement. It mat- 
ters not that this medical community may rise 
superior to other localities in freedom from petty 
jealousies and causeless ill feelings, the fact re- 
mains that no man is perfect and men are not 
paragons of virtue, and from what I have ob 
served in my medical peregrinations, a few words 
on medical co-operation might not be amiss, here 
or anywhere. 


The word co-operation is derived from two 
Latin words, co or com, the conjunction mean- 
ing together, and opus, word, or operari, to work. 
Of the two words in this combination, I like best 
the little co. It hints at more and has a deeper 
meaning than the word work. Literally, this 
compound work means the ability to work to- 
gether, or team work. It implies, furthermore, 
not only this understanding, of toil and labor, 
but figuratively also the power to strive and to 
attain in company, and to play and to enjoy in 
concert. It intimates mutual understandings be- 
tween fellowmen. It is a much used, much abused 
word, this word co-operation, but there are not 
many words in the English language so pregnant 
of ideals and so replete with the highest ideas. 


When we consider the broad aspects of co- 
operation in medicine, we should reflect on how 
such working together affects us as medical men: 
first, the bearing it has on us in our relations 
with the patient; second, on our connections with 
the community, and, lastly, in our dealings with 
one another. 


Although co-operation implies equal inter- 
change, in our relations with the sick man we 
should not expect too much from him. He is 
sick, unwell, abnormal, but we should expect that 
he should treat us with honesty, have confidence 
in us and depend on our judgment. Without this 
assistance from the patient, our treatment will be 
unsuccessful and a failure. From time to time 
criticism is made by laymen of medical ethics and 
medical etiquette. How unfounded is this cen- 
sure would be readily understood by the intelli- 
gent lay individual were he to study and to learn 
just what medical ethics means. In the broadest 
sense it is simply the application of the golden 
rule. It means do unto others as you would have 
them do unto you. It applies to physicians alone 


and in no way hinders the patient or binds him 
or prevents the freest use of his own personal 
judgment in the selection of his physician or 
physicians. 


Practically, the patient is much 
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freer in the selection of his physician or in the 
retaining or disposing of his services than is a 
client with a lawyer. In the latter case the client, 


once he has engaged a lawyer, is almost bound 
by the very law perforce to stick to his first 
choice, whereas the patient can change his physi- 
cian freely and unhampered. All we ask is that 
such changes be above board and that we be 
frankly told that a change is desired. Once such 
a substitution is suggested, then it is our duty to 
make the transfer as expeditiously and smoothly 
as possible. 


If we ask and expect full co-operation with the 
patient, if we demand certain things from them, 
none the less should we neglect certain obliga- 
tions to them. I speak not now of the man 
severely ill or injured, because no disciple of 
Hippocrates has ever fallen so low as to fail in 
his specific obligations to mankind, but I refer 
to him with the psychic iilness. The neurosthenic 
is a trouble, a bore, a time consumer, but bear 
i mind that no man is so sick as he who thinks 
himself sick. Well placed sympathy often does 
a world of good alone; and sympathy, cheerful- 
ness and tact frequently will inclucate in the 
mind of the functional sufferer the will to get 
well. Nor, more important than all else, should 
it ever be forgotten that in the majority of cases 
there is a cause for most neurosthenic phenomena, 
be it an infected root abscess or an unhappy 
marriage. Seek for the underlying cause of the 
physical disturbance and through perchance it is 
not a medical problem but an economic, social 
or even sexual enigma, much can be done by dis- 
interested advice to straighten out the puzzling 
complexities which have grown on the patient 
until finally they seek alleviation from mental 
worries in physical ills. It might be said with 
truth that the old fashioned family physician has 
helped as many with his wise counsels and his 
sage advice as he aided with his nostrums and 
physics. After all, most acute diseases are self 
limited and there is but little we can do to ter- 
minate them, but we can aid, help, succor and 
assist him who is troubled with real or imaginary 
oppressions. 


Let me conclude this portion of my essay with 
two quotations from the writings of Hippocrates: 
“Life is short, the Art is long, occasion sudden, 
judgment difficult. Neither is it sufficient that 
the physician do his office, unless the patient and 
his attendants do their duty, and that externals 
are likewise well ordered.” Surely and definitely 
the Father of Medicine calls attention to the 
necessity of co-operation by the patient just as 
he shows in the following aphorism that the physi- 
cian must be interested not only in cases, but in 
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patients: “To the love of his profession the 
physician should add a love of humanity.” 


The Physician and the Community. There 
seems to be a very general impression among 
physicians that co-operation among doctors and 
the people consists largely in the doctors carrying 
dut the opus or work portion of this word co- 
operate. The doctors are expected to do a tre- 
mendous amount of gratuitous work for the 
benefit of the poor of the community. Thousands 
of hours a year are given freely and cheerfully 
by the physicians in the clinics and wards of 
the hospitals of the state and municipalities and 
thousands of patients are there treated. Do we 
ask too much when we merely request that 
patients well able to pay a physician’s fee, be 
excluded from attendance at free clinics or in 
hospital wards? The answer is that we most 
assuredly do not ask more than is just, fair, 
equitable and right, yet little attention is paid to 
our plea for justice. 


Another phase of the lace of co-operation be- 
tween the public and the medical profession lies 
in the failure of the public to endorse and to 
subscribe to measures which are taken for their 
own protection. In promoting public health legis- 
lation the medical man is actuated solely by un- 
selfish motives which to him may mean f.nancial 
loss. The general public looks upon these health 
plans frequently with distorted vision. They can 
see only the possible inconvenience to themselves 
or the slight increase in taxes such measures may 
entail and soon distort a wise beneficent plan 
into some wily scheme of the medical profession 
to benefit themselves. It is our duty as physi- 
cians and public spirited members of a com- 
munity to show our individual contacts the 
wisdom and common sense in laws or enactments 
designed to prevent the dissemination of disease. 
Disease is a tremendous economic drain on the 
pockets of an individual and on the treasury of 
any civic group. Prevent disease and the initial 
expense will be repaid a thousand fold. 


Co-operation between physicians. A mention 
of our relations with one another, between doctor 
and doctor, is a delicate matter and brings to 
mind several phases of this most important sub- 
ject. It might be well for each and every one 
of us to hold from time to time a private, 
secluded, solitary confession of our faults and 
attempt to estimate wherein we have erred, or 
in our professional life have done wrong to our 
medical mate. Have I done all that I can to help 
the other fellow? Have I spoken well of my pro- 
fessional friend or have I slurred him and spoken 
of him with contempt? Have I poured sand into 
the axel or have I applied grease to make the 
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wheel run smoother? are a few of the questions 
we might more or less periodically ask ourselves. 
What matters if we lose this patient or that, if 
we miss out in this job or that appointment if 
we can take our loss with the satisfied feeling 
that we have acted squarely and fairly? I ask 
you, gentlemen of the organization, is it not 
better, than all the honors attainable in any med- 


ical society or organization, to go to the grave 
honored, revered and loved by patients, friends 
and fellow practitioners because of a life that 
was thoughtless of self and thoughtful of others? 
Our late friend and colleague, Dr. Marcus Fein- 
gold, was but a few short days past laid in his 
last resting place. To him, then, in his coffin, 
all worldly attainments meant nothing, but could 
he have but seen the throng that gathered to pay 
their last respects to his remains, he would have 
known that at last he had garnered the fruits of 
a life unselfish, ever kind, always benevolent and 
benign, beneficent and benignant. 


Co-operation between physicians yields not 
only freedom from the petty jealousies and the 
absence of friction which makes life smoother 
and happier, but it affords also material rewards 
which are not to be gainsaid. As example, wit- 
ness the wonderful growth and development cf 
the Mayo Clinic, which is the ultimate in medical 
co-operation. As example, observe the life of Sir 
William Osler. Honors of all kinds were heaped 
upon him, he was considered the greatest and 
was recognized as the best-known medical man 
ot his time; yet we cannot put our finger on one 
outstanding discovery, one wonderful piece of re- 
search, nor one remarkable accomplishment that 
he left behind him. Great rewards came to him 
because of his willingness, his eagerness, to work 
with, and for, his fellow man. 


And now let us, in the closing moments, con- 
sider co-operation in our medical society. How 
best can we further its aims and its ambitions? 
The answer to this should be simple, and that 
answer should not be an abracadabra, something 
without meaning. It should be clear, concise, 
succinct. Attend the meetings of your society, 
take an interest in its doings and help co-operate 
with its officers. The man that does not atterd 
medical meetings, is the man who does not read 
medical literature. Stagnant waters and stagnant 
air grow corrupt and unfit for use, says Florence 
Nightingale. The man who stagnates, who does 
not do his share or take his part in medical 
affairs grows lazy, selfish and self-centered. His 
keel is befouled and corrupted by seaweeds and 
barnacles and he cannot cut through the waters 
life cleanly and without friction. 
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Gentlemen of the Orleans Parish Medical So- 
ciety, I have finished my peroration, the summing 
up of my theme is brief. 

Let us work together for the good of mankind, 
strive together for the preferment of the medical 
society, labor together for the advancement of 
science, in every way, and always co-operating 
for the betterment of our beloved profession, 
medicine. 


BULLETIN OF THE ORLEANS PARISH 
MEDICAL SOCIETY. 
During the month of February there was held 
one meeting of the Board of Directors and two 
scientific meetings. 


Dr. Harry L. Zengel who was elected to active 
membership has qualified. 


The Board of Directors approved the new 
budget compiled by the Budget Committee with 
Dr. John A. Lanford as Chairman. This budget 
for the coming year showed several changes, most 
notably an increase in postage and incidental 
accounts. This budget shows an excess of only 
$350.00 over and above the anticipated income 
of 1926, and this alone should be a strong recom- 
mendation for the adoption of the proposed in- 
crease in dues for the active members in the 
Society. 

Dr. Bennett G. Owens was elected to Interne 
Membership. 


The President was empowered by the Board 
of Directors to appoint a Committee of Five, 
with the President and Treasurer as ex-officio 
members, for the consideration of a permanent 
domicile site. 


A special amendment to the By-Laws relative 
to an increase of dues from $12.00 to $18.00 
per year for active members was recommended 
by the Board of Directors and the Society was 
officially notified at the Scientific Meeting held 
February 8th. Final vote on this amendment 
took place at the meeting on February 22nd., and 
the society by a large majority adopted this in- 
crease. 

Owing to this increase corrected bills for dues 
for 1926 have been mailed to the membership. 


At the Scientific Meeting held February 8th 
the following papers were presented and dis- 
cussed as follows: 


“Insulin an adjunct in the treatment of Pre- 
sistent Pernicious Vomiting of Pregnancy, with 
Report of a Typical Case.” 

By Dr. Thos. B. Sellers. Discussed by Drs. E. 
E. L. King, Walter E. Levy, H. W. Kostmayer 
and closed by Dr. Sellers. 
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“Gall-Bladder Disease—its metabloic aspect.” 


By Dr. Daniel N. Silverman. Discussed by 


Drs. W. Denis, S. K. Simon, Emile Bloch and 
closed by Dr. Silverman. 
“Quinidin and Ouabain in certain Cardiac 


Diseases.” 


By Dr. Chaille Jamison. Discussed by Drs. G. 
R. Herrmann, P. H. Jones, Jr., and closed by Dr. 
Jamison. 

A. E. Fossier in 
which Dr. Fossier suggested that a meeting night 


A communication from Dr. 


in May or June be set aside in commemoration 
of Laennec, the founder of the stethescope and 
a leader in the advance of clinical medicine 
was referred to the Scientific Essays Commit- 
tee for consideration. 


The Society went on record that the Annual 
Dinner be continued and be held on Election 
night. 


At the Scientific Meeting held February 22nd 
the following papers were presented and discussed: 

“Sterility,” By Dr. P. Graffagnino. 

Discussed by Dr. G. A. Mayer and closed by 
Dr. Graffagnino. 


Dr. H. Gideon Wells, of Sprague Memorial 
Cancer Institute of Chicago, beink a visitor in New 
Orleans, gave a talk at this meeting on “Re- 
lationship of Heredity to Cancer.” 


“Post Operative Duodenum Obstruction with 
Gastric Dilatation.” 


By, Dr. Donovan C. Browne. 


Discussed by Dr. S. K. Simon. 


On January 23rd Dr. O. L. Pothier died, on 
February 4th, W. H. Weaver died, and on Feb- 
ruary 23rd, Dr. G. A. Nelken died. 


Total membership to date is 471. 
REPORT OF TREASURER FOR JANUARY 


Actual Book Balance 12/31/26.................... $ 484.15 
Receipts during January........................ $2,477.00 
ME I nasi ccseccccenccecieesnsonel $2,961.15 
I 5c ne $1,047.64 
Actual Book Balance Sf $1,913.51 
Outstanding Checks.......................0.....0:.-. $ 477.50 

$2,391.01 
Receipts since Bank Balance.................. $ 169.00 
Bank Balance 1/28/26 $2,222.01 
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REPORT OF LIBRARIAN FOR JANUARY 


Two bibliographies have been prepared during 
January on subjects as follows: 


Blastomycosis (for Dr. Van Studdiford.) 
Spirochetal Gangrene of Lung (for Dr. Maes). 


Twenty-eight volumes have been added to the 
Library,—of these eleven were received by regu- 
lar subscription, eight by gift and one by replace- 
ment of a volume lost, with eight from the New 
Orleans Medical and Surgical Journal. 


Among the accessions of the month, a list of 
the books of recent date is as follows: 


NEW BOOKS—JANUARY 1926 
U. S. Public Health reports, V. 40 pt. 1, 1925. 


American Association of Genito-urinary sur- 
geons Transactions, 1925. 


U. S. Public Health Service. 


Report, 1925. 
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Index catalog of Surgeon-General’s Office, v. 5. 
1925. 


New York University and Bellvue Hospital. 
Collected reprints 1925. 


Clendenning—Methods of Treatment. 1924. 


Hays—Diseases of the Ear, Nose and Throat. 
1925. 


Osler—Modern Medicine. V. 1. 1925. 


1925. 
of pancreas. 


Pusey—Old time country doctor. 


Macleod—Antidiabetic function 
1923. 


Macmillan—Massage and Therapeutic exercises. 
1925. 


Fox—lInsects and Disease of Man. 1925. 
Dutton—Intravenous therapy. Ed. 1-2 1924-25. 
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TRANSACTIONS LOUISIANA STATE MEDICAL SOCIETY 


H. Theodore Simon, M. D., Associate Editor. 


PARTIAL PROGRAM OF LOUISIANA STATE MEDICAL 
SociETY MEETING, MONROE, APRIL 15TH-17TH. 


Section on Medicine and Therapeutics. 
Dr. J. B. Vaughan, Chairman, Monroe. 


1. “Chronic Bronchitis with Hemorrhagic Spu- 
tum, of Non-Tubercular Origin,” by Dr. Aldo Cas- 
tellani, New Orleans, La. 


2. “The Diagnosis and Care of the Weakened 
Heart Muscle,” by Dr. Allan Eustis, New Orleans. 
La. To open discussion, Dr. Irwin Wolf, Monroe, 
La. 


3. “Supposed Quinine Resistant Cases of Mala- 
ria,” by Dr. C. C. Bass, New Orleans, La. 


4. “Major Surgery in Diabetes,” by Dr. I. I. 
Lemann, New Orleans, La. To open discussion, 
Dr. S. K. Simon, New Orleans, La. 


5. “Ouabaine, Its Use in Certain Forms of 
Heart Failure,” by Dr. Chaille Jamison, New Or- 
leans, La. To open discussion, Dr. S. K. Simon, 
New Orleans, La. 


6. “The Management and Treatment of Pul- 
monary Tuberculosis,” Dr. C. R. Gowen, Green- 
wood, La. To open discussion, Dr. H. Boswell, 
Sanitorium, Miss. Followed by, Dr. S. E. Thomp- 
son, Kerrville, Texas. 


7. “Some Newer Methods in the Treatment of 
Oedema and Ascites,” by Dr. N. M. Keith, Roches- 
ter, Minn. To open discussion, Dr. J. L. Adams, 
Monroe, La. 


Section on Bacteriology and Pathology. 
Dr. Arthur A. Herold, Chairman, Shreveport. 


1. “Remarks on Some Pathological Conditions,” 
by Drs. F. G. Ellis and W. P. Butler, Shreve- 
port, La. 


2. “Etiology, Diagnosis and Pathology of 
Hodgkin’s Disease,” by Dr. John A. Lanford, New 
Orleans, La. 


Section on General Surgery. 
Dr. Lucian H. Landry, Chairman, New Orleans. 


1. Paper by Dr. F. W. Parham, New Orleans. 
Title not yet announced. 


2. “The Warren Incision in Malignant Tumors 
of the Breast,” by Dr. R. E. Stone, New Or- 
leans, La. 


3. “Breast Tumors; What Shall We Do With 
Them,” by Dr. A. C. King, New Orleans, La. 


4. “An Analysis of the Post-Operative Mor- 
tality and Morbidity in Gall-Bladder Disease,” by 
Dr. Maurice Gelpi, New Orleans, La. 


5. “Spinal Anesthesia in Surgery,” by Dr. P. 
Graffagnino, New Orleans, La. 


6. “Skull Fractures,” by Dr. C. P. Gray, Mon- 
roe, La. 


7. “Foreign Bodies in Small Intestines,” by 
Dr. I. D. Hirsch, Monroe, La. 


8. Paper by Dr. O. C. Cassegrain, New Or- 
leans. Title not yet announced. 


Section on Gynecology and Obstetrics. 
Dr. T. B. Sellers, Chairman, New Orleans. 


1. “Some Problems in Gynecology,” by Dr. 
B. C. Garrett, Shreveport, La. To open discussion, 
Dr. John Dicks, New Orleans, La. 


2. “Conservation of the Perineum During 
Childbirth,” by Dr. P. J. Carter, New Orleans, 
La. To open discussion, Dr. P. Graffagnino, New 
Orleans, La. 


3. “Surgical vs. Non-Surgical Management of 
Placenta Praevia,” by Dr. Lucien LeDoux, New 
Orleans, La. To open discussion, Dr. O. P. Daly, 
Lafayette, La., followed by Dr. L. B. Crawford, 
Patterson, La., followed by Dr. D. C. McBride, 
Alexandria, La. 


4. “The Treatment of Uterine Fibroids and 
Bleeding Cases, with Particular Reference to 
Radiation Methods,” by Dr. Curtis F. Burnam, 
Howard A. Kelly Hospital, Baltimore, Maryland. 
To open discussion, Dr. Ernest Samuels, New 
Orleans, La. 


Section on Eye, Ear, Nose and Throat, 


Dr. W. R. Buffington, Chairman, New Orleans. 
1. “The Correction of Esotrapia with Glasses,” 


by Dr. A. B. Cross, Crowley, La. 


2. “Localized Influenzal Affections of the 
Head,” by Dr. Rufus Jackson, Baton Rouge, La. 


3. “Industrial Ophthalmology”, by Dr. C. A. 
Bahn, New Orleans, La. 


4. “Acute Otitis; Its Importance and Early 
Treatment,” by Dr. Geo. R. Beridon, Opelousas, La. 


5. “Ocular Defects due to Nasal Diseases,” by 
Dr. A. L. Peters, Monroe, La. 


6. “Otitis Meningitis (A Case Report),” by Dr. 
T. C. Moody, DeRidder, La. 
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Section on Urology. 
‘ Dr. M. H. Foster, Chairman, Alexandria. 


1. “The Meaning of Blood in the Urine,” by Dr. 
B. M. McKoin, Monroe, La. 

2. “Eneuresis (Bed Wetting) in Female Chil- 
dren; its Treatment in Otherwise Normal In- 
dividuals, with Report of Cases,” by Dr. A. Mattes, 
New Orleans, La. To open discussion, Drs. J; R. 


Stamper and I. B. Rougon, Shreveport, La. 


Section on Radiology. 
Dr. G. C. McKinney, Chairman, Lake Charles. 
1. “The Value of Electrothermic Methods in 
Treatment of Accessible Malignancy,” by Dr. 
Grant E. Ward, Howard A. Kelly Hospital, Bal- 
Discussion to be opened by Dr. S. C. 
Barrow, Shreveport, La. 


timore. 


2. “Paper by Dr. Manly J. Sandborn, Apper- 
son, Wisconsin, President of the Radiological So- 


ciety of North America. Title not yet announced. 


3. “Diagnosis of Gall Bladder Pathology,” by 
Dr. Leon J. Menville, New Orleans, La. To open 
Discussion, Dr. Lester J. Williams, Baton Rouge, 
La. 


An unusual program has been arranged for 
Thursday evening, April 15th, as follows: Presi- 
dent’s Address, Louisiana State Medical Society, 
Dr. E. M. Ellis. Address—Dr. Rudolph Matas, 
President American College of Surgeons, New Or- 
leans, La. Address—Dr. W. D. Haggard, Presi- 
dent American Medical Association, Nashville, 
Tennessee. Address—Dr. Will J. Mayo, Ex-Presi- 
dent American College of Surgeons, Rochester, 
Minn. 


The monthly meeting of the New Orleans Gyne- 
cological and Obstetrical Society was held at Touro 
Infirmary, Thursday, February 18th, 1926 at 8 
p. m. 


The program consisted of two scientific papers 
as follows: 


“The Rubin Insufflation Test” 
strated by Dr. P. Graffagnino. 


was demon- 


Case report of intra cranial hemorrhage in the 
new-born by Dr. P. T. Talbot. 


The above papers were discussed by Drs. John 
F. Dicks, P. Graffagnino, Phillips J. Carter, H. 
Macheca, L. A. LeDoux, and A. H. Gladden. 

Dr. John F. Dicks presided. 


Medical Society. 


EAST BATON ROUGE PARISH MEDICAL 
SOCIETY. 


The regular meeting of the East Baton Rouge 
Parish Medical Society was held in the Alvis 
Hotel on January 13th. Members present were 
Drs. Pipes, Naef, Riche, King, Morris, Lee, McCaa, 
Paulsen, Darby, Cushman, Wallace, W. K. Irwin, 
and Weiss. The regular order of business was 
carried out. Under the head of new business, 
it was decided the surplus fund in the treasury 
be invested in interest bearing securities. 


Dr. Emmett Irwin of New Orleans was a guest 
of the Society, having been invited to read a 
paper before the society at its regular meeting. 
Dr. Irwin chose as his subject “Regional Anal- 
gesia in Major Abdominal Surgery, with particu- 
lar reference to Splanchnic Analgesia.” The 
paper which was illustrated by lantern slides 
demonstrations of the technique, proved extremely 
interesting to all members present. 


The society earnestly looks forward to the time 
when we can have Dr. Irwin with us again. The 
meeting adjourned. 


At a meeting held in New Orleans, January 
25th and 26th, the Louisiana group of members 
of the American College of Surgeons elected the 
following officers: 


Dr. Hermann B. Gessner, Chairman, New Or- 
leans; Dr. E. S. Hatch, Secretary, New Orleans. 
Dr. L. Abramson, Councillor, Shreveport. 


Dr. David E. Brown, a well known physician 
of Chatham, Jackson Parish, La., has accepted 
a position with the Louisiana State Board of 
Health as Director of Tuberculosis Control. There 
is a broad field before Doctor Brown and we 
bespeak for him the co-operation of every phys- 
ician in the State. 


Dr. Carleton Simon, for many years chief of 
the Narcotic Division of the Police Department 
of New York City has come to Louisiana on in- 
vitation of the State Board of Health and is mak- 
ing a study of the narcotic situation with the hope 
of being helpful to the profession and those who 
have been unfortunate enough to become victims 
to the narcotic habit. He is asking the cordial 
co-operation of every physician, druggist, dentist 
and veterinarian in his study. 


The International Trade Exhibition opened 
February 1st with imposing ceremonies and a 
very large crowd in attendance. One of the in- 
teresting features of the Exhibition is an educa- 
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tional exhibit by the Louisiana State Board of 
Health. This consists of three electrical figures. 
The’ exhibit is largely devoted to milk, the dis- 
tribution and the effect of milk drinking especially 
with reference to children. 


Dr. Helen A. Moore of the American Child 
Health Association has been loaned to Louisiana 
for a period of two months. Dr. Moore will make 
a trip through a number of the parishes in an 
effort to give instruction to groups of midwives 
and will probably carry out an intensive pro- 
gram in this instruction in Webster Parish. Dr. 
Moore’s schedule includes Avoyelles, Rapides, 
Natchitoches, DeSoto, Caddo, Claiborne, Ouachita 
and Webster Parishes. 


Monroe, Minden, Shreveport and Lake Charles 
have adopted the standard milk ordinance. 


Dr. Zucernikoff, the full time dentist employed 
by the infancy maternity division, Bureau of 
Child Hygiene, Louisiana State Board of Health 
has practically completed examination of teeth 
of children of all the schools of Rapides Parish. 


The City of Bogalusa is paying the expenses of 
a doctor and nurse from the Bureau of Child 
Hygiene, State Board of Health, for the examina- 
tion of the school children of Bogalusa. 


The Annual Meeting of the Tuberculosis and 
Public Health Association of Louisiana was held 
at the domicile, Room 14, Howard Annex, New Or- 
leans, at 11 a. m. The attendance was good. 
Senator Weil and Mrs. Ed. Adrion came from 
Alexandria and Dr. Charles R. Gowen from 
Shreveport. 


In addition to routine matters, the Annual Elec- 
tion was held and the following officers were 
elected: Dr. W. H. Seemann, president, Dr. H. 
E. Bernadas, 1st Vice-President, Dr. Homer 
Dupuy, 2nd Vice-President, Miss Anna F. Ken- 
nedy, Secretary, and Mr. Walter F. Jahncke, 
treasurer. 


Additional members of the Board were elected, 
as follows: Mrs. L. U. Babin, Baton Rouge, Dr. 
A. F. Barrow, St. Francisville, Mrs. Meyer Ben- 
son, Shreveport, Gladys Breazeale, Natchitoches, 
Mr. L. C. Bukley, Shreveport, Mary K. Ellis, 
Kentwood, Rev. J. F. Foster, Lake Providence, 
Dr. P. R. Gilmer, Shreveport, Dr. C. R. Gowen, 
Shreveport, Dr. M. Hirsch, Monroe, C. O. Hol- 
land, Minden, F. A. Knapp, Lake Charles, Odelia 
Laycock, Baton Rouge, Rev. J. W. Lee, Crowley, 
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Dr. M. Meyerowitz, Alexandria, Rev. C. C. Miller, 
Franklinton, Dr. J. A. Packer, Alexandria, Dr. 
Ruffin Paine, Shreveport, Rev. B. L. Price, 
Alexandria, Maude Reid, Lake Charles, Rev. W. 
S. Slack, Alexandria, Mayor L. E. Thomas, 
Shreveport, Dr. John Turner of Homer, Dr. C. O. 
Wolf of Haynesville, Dr. Roy Young of Lafayette, 
Mrs. Fay Shannon Watts of Monroe and Rev. Wm. 
Freeman of Jackson. 


The returns of the Seal Sale for this year show 
a very gratifying increase over last year. There 
is evidence of an increasing interest on the part 
of the laity, especially in the work of the As- 
sociation. 


Many physicians aided materially in helping the 
Association and it is hoped that more physicians 
in the future will lend their personal efforts to 
promote the Association, which was begun and is 
operated under the auspices of the Louisiana 
State Medical Society. 

DR. W. H. SEEMANN, 
President. 





TRI-STATE MEDICAL SOCIETY. 


The Tri-State Medical Society met in Marshall, 
Texas, on January 20th and 21st, 1926, this being 
the twenty-first meeting. There were a hundred 
and eighty-six members and guests present. The 
following officers were elected for the coming 
year: 


President, Dr. Frank S. Littlejohn, Marshall, 
Texas. Vice-Presidents, Dr. J. G. Yearwood, Gayle, 
La.; Dr. A. C. Chace, Texarkana, Ark.; Dr. J. 


A. Daniels, Carthage, Texas. Councillors, Dr. J. 
E. Knighton, Shreveport, La.; Dr. R. H. T. Mann, 
Texarkana, Ark.; Dr. Richard Grandberry, Mar- 
shall, Texas. Secretary-Treasurer, Dr. Frank H. 
Walke, Shreveport, La. This is Dr. Walke’s tenth 
consecutive year as Secretary, and the society has 
grown in this length of time from 315 to 1828 
members. 


The next meeting place is Texarkana, Arkansas. 





DIED. Dr. O. L. Pothier, head of the department 
of bacteriology, Loyola University, New Orleans, 
died January 23, 1926. He was born in New Or- 
leans in 1864, received his preliminary education 
at the College of Montreal and at Lavalle Uni- 
versity, Quebec. In 1889 he graduated in medicine 
from Tulane. After doing graduate work at the 
Pasteur Institute, Paris, he did special work in 
bacteriology at John Hopkins. He was for several 
years professor of pathology in Tulane and served 
the Charity Hospital, New Orleans, as chief 
pathologist for more than twenty years. 
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As a member of the Rockefeller Foundation he 
went on repeated expeditions into Central and 
South America to study tropical diseases. As a 
member of the commission sent by the U. S. Pub- 
lic Health Service to Vera Cruz to study yellow 
fever he rendered valuable service. 


During the Mexican border uprising in 1914 he 
commanded the First Louisiana Field Hospital, 
Brownsville, Texas, with rank of major. During 
the World War he commanded the field hospital 
of the thirty-ninth division. At the time of his 
death he was lieutenant colonel in the organized 
medical reserves. 


In 1897 he married Miss Marie Lemarie. Be- 
sides his wife, he is survived by two sons, Oliver 
and Marcel Pothier, and by two sisters, Mrs. L. 
O. Lemarie and Mrs. Allison Owen. 


We mourn the loss of our confrere and extend 
deepest sympathy to his widow and all of those 
who loved him. 





TRI-STATE MEDICAL ASSOCIATION. 


The Tri-State Medical Association, of Missis- 
sippi, Arkansas and Tennessee, held a very suc- 
cessful meeting at Memphis, Tennessee, on Jan- 
uary 26 to 28, 1926. Thirty-two papers were 
read, including a number of addresses by prom- 
inent invited speakers, from different parts of 
the country, including Baltimore, Dr. Thomas H. 
Browne, Johns Hopkins, (“Diagnosis and Treat- 
ment of Digestive Diseases”); Buffalo, N. Y., Dr. 
Irving W. Potter, (“Technique of Elective Ver- 
sion,” illustrated); Chicago, Dr. H. L. Kretsch- 
mer, (“Problems in the Differential Diagnosis and 
Treatment of Acute and Chronic Pyelitis”), Dr. 
Frank Smithies, (“Newer Conception of the 
Mechanism causing Peptic Ulcer”), Dr. J. H. Hess, 
(“Intstinal Hemorrhages in Infants and Chil- 
dren”), Dr. Robert H. Babcock, (“The General 
Practitioner and the Heart”); Cincinnati, Dr. 
Martin H. Fischer, (“Coma”); Cleveland, Dr. G. 
W. Crile, (“Carcinoma of the Colon”); New Or- 
leans, Dr. Rudolph Matas, (“Politics and Hos- 
pitals in Relation to Standardization”); Phila- 
delphia, Dr. B. B. Vincent Lyons, (“Evolution of 
Early to Late Gall-tract Disease”, illustrated) ; 
St. Louis, Dr. J. L. Turney, (“Diagnosis and 
Treatment of Diseases of the Ductless Glands”), 
Dr. W. T. Coughlin, (“Diagnosis and Treatment 
of Facial Pain’). 


A little over 300 physicians were present ex- 
clusive of 150 Memphis doctors. There were 
twenty-nine commercial exhibits and an unusually 
large scientific exhibit from the Pathologic In- 
stitute and Art Department of the University of 
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Tennessee, under the direction of Dr. H. C. 
Schmeissen, assisted by Mr. J. L. Scianni, medical 
artist. Dr. W. A. Anderson, of Booneville, Mis- 
sissippi, the acting President delivered an ad- 
admirable address in which the sociologic, economic 
and evolutionary phases of medical life, were most 
interestingly and entertainingly presented. The 
memory of that splendid character and surgeon, 
Dr. Frank D. Smythe, of Memphis, recently de- 
ceased, was recalled in a feeling personal tribute, 
by Dr. Matas of New Orleans. The meeting 
was a fine success from every point of view. The 
following officers were elected for the ensuing 
year,—President, Dr. F. L. Husbands, Blytheville, 
Arkansas; Vice-Presidents, Dr. W. C. Overstreet, 
Jonesboro, Arkansas, Dr. T. M. Riddell, Swift- 


town, Mississippi, Dr. H. T. Collier, McKenzie, 
Tennessee; the efficient Secretary-Treasurer, Dr. 
A. F. Cooper, of Memphis, was re-elected. 





MEDICAL STUDY TOUR TO EUROPE. 


The Travel Study Club of American Physicians, 
founded at the London International Medical Con- 
gress of 1913, is announcing plans for its 1926 
Study Tour. Sailing from New York on June 12th, 
the party will visit clinics and medical institutions 
in the medical centers of Oslo (Christiania), 
Stockholm, Copenhagen, (optional to Berlin and 
Munich), Cologne, Heidelberg, Strasbourg, Berne, 
Zurich, Leysin, Geneva, Paris and London, re- 
turning on August 8th. Dr. Louis I. Seaman of 
New York is President, Drs. Fred H. Albee of 
New York, Edward B. Heckel of Pittsburgh, John 
P. Lord of Omaha, vice-presidents. Physicians in 
good standing, to the limit of fifty, are invited 
to participate in this tour, and the secretary, Dr. 
Richard Kovacs, 223 East 68th Street, New York 
City, will supply any further information desired. 





12th ANNUAL MEETING OF MEDICAL 
WOMEN’S NATIONAL ASSOCIATION. 


The Twelfth Annual Meeting of the Medical 
Women’s National Association will take place 
April 18-19, at Dallas, Texas, in conjunction with 
the American Medical Association meeting. 


The headquarters of the ‘M. W. N. A. are the 
Hotel Baker. Dr. May Agnes Hopkins, Medical 
Arts Bldg., Dallas, Texas, is the Chairman of the 
Committee on Arrangements. 


Women intending to go to this meeting should 
promptly make reservations either through Dr. 
Hopkins or directly at the Baker Hotel, as there 
will be a big crowd there. Hotel rates are reason- 
able, a double room with bath averaging $6. 
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The terms for railroad transportation should be 
looked up in the A. M. A. Journal, but in many 
places where there are large numbers of mem- 
bers of the Medical Women’s National Association, 
special cars for the women may be run. 


Medical Women passing through New Orleans 
are especially invited to stop over there and will 
meet with a cordial welcome from the New Or- 
leans medical women, represented by Dr. Elizabeth 
Bass, 3513 Prytania Street, who is President of 
the Women Physicians of the Southern Medical 
Association. 


The Texas women, co-operating with the chair- 
man, Dr. Hopkins, are making most attractive ar- 
rangements for the meeting. All medical women, 
whether members of the M. W. N. A or not, are 
most cordially invited to participate in this meet- 
ing. 





NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE 
UNITED STATES PUBLIC HEALTH 
SERVICE. 


Examinations of candidates for entrance into 
the Regular Corps of the U. S. Public Health 
Service will be held at the following named places 
on the dates specified: 


At Washington, D. C., March 15, 1926. At 
Chicago, Ill., March 15, 1926. At New Orleans, 
La., March 15th, 1926. At San Francisco, Calif., 
March 15, 1926. 


Candidates must be not less than twenty-three 
nor more than thirty-two years of age, and they 
must have been graduated in medicine at some 
reputable medical college, and have had one year’s 
hospital experience or two years’ professional prac- 
tice. They must pass satisfactorily, oral, written, 
and clinical tests before a board of medical of- 
ficers and undergo a physical examination. 


Successful candidates will be recommended for 
appointment by the President with the advice and 
consent of the Senate. 


Requests for information or permission to take 
this examination should be addressed to the 
Surgeon General, U. S. Public Health Service, 
Washington, D. C. 





THE WESTERN PHYSIOTHERAPY ASSO- 
CIATION. 
The eighth annual meeting of this association 


will be held in Kansas City, April 15 and 16, 
under the presidency of Dr. A. David Willmoth of 
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Louisville, Ky. The sessions will be held in the 
beautiful Hotel President, Fourteenth and Balti- 
more Avenue, Kansas City’s newest  hostelry. 
Members of the association attending this meet- 
ing will find it convenient to reserve their rooms 
in the President Hotel, and all be quartered under 
the same roof. Reservations should be made early. 
Eastern members will find it convenient to stop 
over in Kansas City en route to the A. M. A. at 
Dallas, which meets the following week. The 
Western School of Physiotherapy will hold its 
sessions in the same hotel, beginning April 8, and 
continuing until April 14. Full information and 
prospectus may be obtained from the Secretary, 
Dr. Chas. Wood Fassett, 115 East 31st Street, 
Kansas City, Mo. 





EXHIBIT SHOWS HOOKWORM CONTROL FOR 
DOGS, CATS AND MAN. 


“Carbon Tetrachloride” is the title of an illus- 
trated, three-section exhibit prepared by the United 
States Department of Agriculture. Carbon 
tetrachloride, a well-known chemical, was pro- 
posed in 1921 by the Bureau of Animal Industry, 
of the Department, as a drug for the treatment 
of hookworm disease and is now in general use 
the world over for this disease in man and in 
dogs, cats, and foxes. More than 1,500,000 human 
hookworm cases have been treated with the 
chemical. 





CHILD WELFARE IN THE LEAGUE OF 
NATIONS. 


An American woman, Miss Julia Lathrop, first 
chief of the Children’s Bureau, has been appointed 
to serve in connection with the child welfare Com- 


mittee of the League of Nations. Miss Lathrop 
is one of three American experts who will advise 
the committee—the other two being Miss Charlotte 
Whitton of the Canadian Council on Child Wel- 
fare and Dr. Ismael Valdes of Chile, president 
of the Pan-American Child Welfare Congress. 
Grace Abbott, Chief of the Children’s Bureau, 
represents the United States on the committee in 
an unofficial capacity. 





INDIAN BABIES GIVEN OPIUM. 


The “Times of India” gives an astonishing pic- 
ture of life among the poor mothers and children 
of India. It states that the practice among Indian 
Mothers of drugging their babies with opium to 
keep them quiet while they themselves are at work 
in the mills is so prevalent in Bombay that the 
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matter of securing legislation to prevent it was 
Bombay 
A report of the medical 


discussed at a recent meeting of the 
Municipal Corporation. 
relief committee of the corporation was finally 
adopted, with a few dissentients, which states that 
such legislation “would be premature in the present 
state of public opinion among the people concerned 
and would be resented as an unnecessary inter- 
ference with a prevailing practice which would 
deprive them of the opportunity of earning their 


daily bread.” The report recommended efforts to 


educate public opinion and the encouragement of 


the agencies trying to bring about better sanita- 
tion and living conditions in Bombay. 





CHILD WELFARE WORK OF THE AMERICAN 
LEGION. 


Care of the needy children of world war 
veterans is the object of the Children’s Welfare 
Division of the American Legion, created by the 
Legion at its sixth annual convention. It is the 
policy of the division to care for the children in 
their own homes or in supervised foster homes, 
using, so far as possible, the facilities provided 
by the State or local agencies already existing. 
Temporary care is provided in Legion “billets.” 





UNITED STATES CIVIL SERVICE EXAMINA- 
TION. 


The United States Civil Service Commission 
announces the following open competitive examina- 
tions. 


Medical Officers. Applications for medical of- 
ficer positions will be received until June 30. The 
examinations are to fill vacancies in the Indian 
Service, the Public Health Service, the Coast and 
Goedetic Survey, the Panama Canal Service, the 
Veterans’ Bureau and other branches. 


The examinations are of five grades: Junior 
medical officer, assistant medical officer, asso- 
ciate medical officer, medical officer, and senior 
medical officer. 


Louisiana State Medical Society. 


Medical Interne (Psychiatric). Applications 
for medical interne (psychiatric) will be rated as 
received until June 30. The examination is to fill 
vacancies in St. Elizabeths Hospital, Washington, 
D. C., at $1,860 a year, without allowances, and 
vacancies in positions requiring similar qualifi- 
cations, at this or higher or lower salaries. 


Occupatonal Therapy Aijide, $1,680. 
tional Therapy Pupil Aide, $1,140. 


Occupa- 


Applications for these positions will be rated 
as received until June 30, 1926. The examinations 
are to fill vacancies in the Veterans’ Bureau 
throughout the United States. 


Full information and application blanks may 
be obtained from the United States Civil Service 
Commission, Washington, D. C., or the secretary 
of the board of U. S. civil-service examiners at 
the post office or customhouse, any city. 


The Tristate Medical Society of Louisiana, 
Arkansas and Texas, held a very successful meet- 
ing at Marshall, Texas, in January. A highly in- 
structive and entertaining program, over a two- 
day period, attracted a large number of members 
and visitors; among the latter were Dr. Henry 
Meyerding, of Rochester, Minn., Dr. J. H. San- 
ford of St. Louis and Dr. Willis Campbell of 
Memphis, all of whom presented papers. The 1927 
meeting will be held in Texarkana, Ark. 


A recent wedding of much interest was that of 
Dr. Robert Gibbs Douglas of Shreveport to Miss 
Esther Marian Carter, which took place at the 
bride’s home, Garden City, Kansas, on February 
19th. The groom is a popular and successful 
physician of Shreveport, where the bride is also 
well and favorably known; The JOURNAL extends 
warm felicitations. 


Among those attending Clinical Congress on In- 
ternal Medicine in Detroit and Ann Arbor are the 
following Shreveport physicians, viz: Drs. 
Knighton, T. E. Williams, Douglas, Ellis. 


Indications are for a large attendance from 
North Louisiana at the Monroe meeting in April. 
The slogan is: On to Monroe! Let’s all go!” 
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The Tate County Medical Society reports 
officers elected for 1926 as follows: Dr. H. L. 
Murphy, Arkabutla, Mississippi, President; Dr. 
H. F. Byers, Senatobia, Mississippi, Vice-Presi- 
dent; Dr. J. Sidney Eason, Coldwater, Mississippi, 
Secretary and Treasurer. Dr, Eason is to be con- 
gratulated on having held this office of trust since 
1911. 


Tate County is making a special effort to have 
sanitary toilets placed in all homes in the county, 
as well as in the business places. 


The Health Officer has vaccinated, and has 
given to other physicians over the county, free 
typhoid vaccine for about twenty-seven hundred 
patients. This has cut the typhoid record down 
to twenty-four cases a year, as against two hun- 
dred or four hundred and fifty cases in that 
county in 1911. 


The Parent-Teachers’ Association of Tate County 
held a meeting in Arkabutla on January 30th. 
This was a joint meeting with the County Teach- 
ers’ Association, and the County Health Officer, 
Dr. J. Sidney Eason, addressed the gathering on 
the subject of the prevention of diseases with 
special reference to the communicable diseases of 
school children. 


The December meeting of the Central Medical 
Society was a very enjoyable occasion. Addresses 
were delivered by Dr. Dubose, of Selma, Alabama; 
Dr. J. P. Wall and Dr. John Darrington, local 
members. 


At the election of officers for 1926, Dr. John 
Darrington, of Yazoo City, was elected President, 
with Dr. R. W. Hall, of Jackson, as Secretary- 
Treasurer. 


Delegates to the State Medical Association are 
Drs. W. H. Watson, W. E. Noblin, J. H. Howell, 
and J. W. Wilson, E. L. Walker and R. W. Hall. 


The Central Medical Society is to be con- 
gratulated on its attractive and helpful monthly 
journal, which contains papers by members, no- 
tices of meetings, and other information of in- 
terest to members, 


The Coahoma County Medical Club is a local 
society which meets the second Wednesday of each 
month, for a real good fellowship and get-to- 
gether meeting. These are usually well attended, 
with a large number of county doctors present. 


At the meeting on February 10th, at the City Hall 
of Clarksdale, the following papers will be read: 
“What is a Diseased Tonsil?” Dr. E. L. Wilkins. 


“A Case Report,” Dr. P. R. Wasson. 


Officers for this club for 1926 are: Dr. James 
A. Slack, Friars’ Point, President; Dr. J. B. Mit- 
chel, Clarksdale, Vice-President; Dr. E. LeRoy 
Wilkins, Clarksdale, Secretary. 


The Issaquena County Medical Society has been 
admitted into the Delta Medical Society. This 
change was made at the regular fall meeting of 
the Delta Medical Society. 


At the December meeting of the Tri-County 
Medical Society (Copiah, Lincoln, Pike, Walthall), 
the following officers were elected for 1926: 


President—O. N. Arrington, Brookhaven, Miss. 


Vice-Presidents—Copiah, J. M. Catchings, Hazle- 
hurst, Miss.; Lincoln, R, E. Higdon, Brookhaven, 
Miss.; Pike, G. W. Robertson, Magnolia, Miss.; 
Walthall, A. B. Harvey, Tylertown, Miss.; Secre- 
tary, Elise Rutledge, McComb, Miss.; Medical De- 
fense, J. H. Johnson, Brookhaven, Miss. 


The East Mississippi Eleven Counties Medical 
Society met in regular session Tuesday, December 
15th, one o’clock P, M., at the Masonic Club rooms, 
Tupelo, Mississippi. 


After the opening exercises, and adoption of 
minutes, the following papers were read and dis- 
cussed: 


“Some Problems in Pediatrics,” Dr. H. F. Gar- 
rison, Jackson, Miss. 

“Gallbladder Disease from the Standpoint of the 
Internist,” Dr. Henry G. Rudner, Memphis, Tenn. 

“Blood Transfusion, Indications and Choice of 
Method,” Dr. R. D. Kirk, Jr., Tupelo, Miss. 


“Hare-Lip and Celft Palate,” Dr. Jos. E. John- 
son, Memphis, Tenn. 


“Care of the Cervix and Perineum During and 
After Labor,” Dr. J. C. Walker, Houston, Miss. 


“Our Mouth Hygiene Program,” Miss Gladys 
Eyrich, Jackson, Miss, 


“Asthma, a Surgical Disease,” Dr. J. G. Lilly, 
Tupelo, Miss. 


Following Dr. Johnson’s paper, Dr. Johnson to- 
gether with several surgeons left the meeting for 
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the Tupelo hospital, where Dr. Johnson conducted 
a clinic. 


It was moved and unanimously adopted that 
Alcorn and Tishomingo Counties be accepted as 
component counties of the East Mississippi Eleven 
Counties Medical Society, subject to the action of 
the Council at the time of the State Meeting in 
May. 


The following officers were elected for 1926: 
President—Dr. W. J. Aycock, Derma, Miss. 


Vice Presidents—Dr. Ross A. May, Amory, 
Miss.; Dr. W. B. Holland, Verona, Miss.; Dr. B. J. 
Shaw, Slate Springs, Miss.; Dr. J. T. Senter, Ful- 
ton, Miss; Dr. W. C. Walker, Houlka, Miss.; Dr. 
C. R. Bush, Macon, Miss.; Dr. C. B. Mitchell, 
A. & M. College, Miss.; Dr. F. C. Spalding, West 
Point, Miss.; Dr. J. W. Turner, Pontotoc, Miss.; 
Dr. E. J. Banks, Baldwyn, Miss.; Dr. W. C. 
Brewer, Columbus, Miss.; Dr. T. P. Haney, Burns- 
ville, Miss. 


Dr. R. B. Caldwell, of Baldwyn, was elected 
Censor for a term of three years to succeed Dr. 
G. S. Bryan, of Amory. 


Dr. W. A. Johns, of Corinth, was elected mem- 
ber of Medico-Legal Defense Committee. 


Dr. W. H. Anderson, of Booneville, was elected 
Secretary and Treasurer to succeed Dr. F. J. 
Underwood. 


Delegates and Alternates were elected as follows: 


Monroe County—Dr, J. M. Acker, Aberdeen, 
Delegates; Dr. Ross A. May, Amory, Alternate. 


Lee County—Dr. T. F. Elkin, Tupelo, Delegate; 
Dr. C. R. Berry, Tupelo, Alternate. 


Itawamba—Dr. W. L. Orr, Fulton, Delegate; 
Dr. N. W. Nanney, Fulton, Alternate. 


Chickasaw—Dr. J. Rice Williams, Houston, 
Delegate; Dr. J. C. Walker, Houston, Alternate. 


Mississippi State Medical Association. 


Calhoun—Dr, J. F. Aycock, Calhoun City, Del- 
egate; Dr. Eli Powell, Vardaman, Alternate. 


Noxubee—Dr. E. Q. Withers, Macon, Delegate; 
Dr. J. D. Green, Brooksville, Alernate. 


Oktibbeha—Dr. H. L. Scales, Starkville, Dele- 
gate; Dr. F. B. Long, Starkville, Alternate. 


Clay—Dr. Price Ivy, West Point, Delegate; Dr. 
S. R. Deanes, West Point, Alternate. 


Pontotoc—Dr. L. O. Carruth, Tupelo, Delegate; 
Dr. Z. A. Dorsey, Troy, Alternate. 


Prentiss—Dr, L. L. McDouglas, Booneville, Del- 
egate; Dr. W. H. Sutherland, Booneville, Alternate. 


Lowndes—Dr. W. C. Brewer, Columbus, Dele- 
gate; Dr. J. W. Lipscomb, Columbus, Alternate. 


Alecorn—Dr. J, R. Hill, Corinth, Delegate; Dr. 
I. L. Stephenson, Corinth, Alernate. 


Tishimingo—Dr. N. C. Waldrup, Iuka, Dele- 
gate; Dr. F. T. Carmack, Iuka, Alternate. 


At the January meeting of the American Col- 
lege of Surgeons in New Orleans, the following 
officers were elected by the Mississippi group: 


Dr. S, H. Hairston, Meridian, chairman. 
Dr. J. C. Culley, Oxford, secretary. 


Dr. T. E. Ross, Hattiesburg, councilor. 


Dr. J. A. Mead, of Logtown, Mississippi, for- 
merly health officer of Hancock County, a past- 
President and at present Secretary of Hancock 
County Medical Society, has moved to Finkbine, 
where he has accepted a position with the Fink- 
bine Lumber Company. 


Dr. M. K. Tedstrom, St. Louis, Missouri, former 
resident of Pine Bluff, Arkansas, arrived in Corinth 
on January 5, 1926. He will be associated with 
Drs, McRae, specializing in Internal Medicine. 





BOOK REVIEWS 


Surgical Pathology: By William Boyd, M. D., 
M. R. C. P. Ed., F, R. S. C., with 349 Illus- 
trations and 13 colored plates. Philadelphia 
and London. W. B. Saunders Co. 1925. 


Until the appearance of Ewing’s magnificent 
treatise on Neoplastic Diseases, pathology had 
maintained an academic seclusion strongly tainted 


with an odor of the dead house. Of course, this 


is not true of pathologists themselves, They have 
been practical and valuable consultants but for 
some obscure reason, this admirable quality has 
been exhibited only in their less formal expres- 
sions. It may be that this detached scientific atti- 
tude was necessary to the proper development of 
a new science that has fought its way through 
mazes of superstition and half-baked deductions 
to make modern medicine spring from a semi- 
religious formalization of superstitions jointly 
flavored with facts. It was perhaps too much to 
ask that they should directly invade the sacred 
precincts of practice in their early days, but that 
time is long since past and many an humble and 
unpretentious physician had begun to feel the at- 
titude of pathologists, as expressed in print 
smacked of intellectual snobbishness. Ewing did 
much to clear the air in that respect and Boyd 
has actually come full half way to meet the prac- 
titioner. 


Pathology as an abstract science may reach per- 
fection and accomplish little unless the average 
physician knows of and applies the facts dis- 
covered, just as the progress of medicine in gen- 
eral fails to reach the patrons of chiropractic and 
electronic reactions. That is an extreme compari- 
son, of course, and does not apply to medical cen- 
ters where we are privileged to consult competent 
authorities daily, but I believe it to be true that the 
average physician has turned to his more for- 
tunate confreres for the facts of pathology and 
their interpretation, rather than to the proper 
source. This is at best, second hand and faulty 
information. It is also likely to be delayed in 
transmission. 


Boyd’s Surgical Pathology is of especial interest 
chiefly for the above reasons. Surgical pathology 
is covered briefly but adequately. The material 
is up-to-date and as accurate as briefness and 
dogmatism’ permit. It is not intended as a ref- 
erence work for pathologists, nor for others who 
wish to pursue a subject to the limit of the 
published literature. It is a guide to the prac- 
ticing surgeon and to the student in need of both 
facts and interpretation—pathology translated 
into terms of the living patient. This limitation 
of scope, is, I believe, proper. There is no lack 
of authoritative treatises on this subject. 


Emphasis is placed on common conditions and 
processes such as wound healing, gangrene of the 
legs, stone in the urinary bladder, gallstones, 
tuberculosis, syphilis, ete. Common and uninter- 
esting things (to the pathologist) such as hydro- 
cele of the tunica vaginalis tests are considered 


more fully than are dentigerous cysts and primary 
carcinoma of the liver. Controversial questions 
are avoided or merely mentioned. The family 
characteristics of bacteria, etc., are emphasized in 
such a manner as to give valuable suggestions 
for prognosis and treatment. I cannot recall 
having seen before a clear statement of the dif- 
ferences between staphylococcal and streptococcal 
infections. No doubt the facts were available but 
only a small proportion of us are capable of 
accurate generalization. If the author’s remarks 
on vaccines and sera ever become current knowl- 
edge, several well-known commercial laboratories 
will face a serious dimunition of patronage. 


The arrangement of this book is in some re- 
spects unfortunate. It would seem that a division 
into general and special (regional) pathology calls 
for needless repetition though it is convenient for 
the practitioner confronted with a mass in the 
neck, to consult the chapter only, instead of in- 
vestigating masses in general. With this arrange- 
ment, it is quite impossible to recommend this 
volume as a text-book, in spite of the fact that 
the author’s approach to the subject would be 
extremely valuable to students trying to accom- 
plish that terrific metamorphosis from academic 
scientist to practical physician. 


This is a review by a clinician for clinicans. I 
can readily see that pathologists will find much 
to be desired, particularly in fullness of treatment, 
but the book is not intended for pathologists. It 
is a tangible recognition of the needs of the ulti- 
mate consumer of knowledge about disease. 


J. D. Rives, M. D. 


Textbook of Physiology: By William D. Zoethout, 
Ph. D. Second Edition. St. Louis, The C. V. 
Mosby Company. 1925. 


Professor Zoethout intended this excellent volume 
for students of dentistry, pharmacy and for those 
preparing for teaching appointments in physical 
education. It is well adapted to all of these 
classes, especially the latter, but will be found 
useful by medical men for review and for pre- 
paring for examinations as it is neither too ele- 
mentary nor too compendious. The subject mat- 
ter has been brought up to date in the new edition 
and is reliable and authoritative. 


Francis M. Munson, M. D. 
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Radiography, Technique, Interpretation and Ther- 
apy: Charles D. Enfield, M. D., F. A. Cc. P. 
Philadelphia. P. Blakiston’s Son & Co. 1925. 


This book was written for medical men, not 
roentgenologist, doing some, or all of their own 
X-ray work. It is a question whether any book 
on roentgenology can qualify a medical man to 
become sufficiently proficient, (without personal in- 
struction) to do good X-ray work. I do not 
think so. 


This book should prove a valuable contribution 
to any roentgenologist. There are twenty-three 
chapters and a large number of beautiful illus- 
trations. 


The subject matter has been well covered and 
th author shows himself by this book to be a 
roentgenologist of wide experience. 

In chapter fourteen the author states that after 
the esophagus is found free of any gross ab- 
normalities, the red light may be switched on and 
the patient allowed to drink the remainder of the 
pint barium mixture at his leisure. We cannot 
agree with the author in this, as much valuable 
information can be obtained by visiualizing the 
stomach while the patient is drinking the barium 
mixture. Early lesions of the cardia are visual- 
ized that would otherwise be overlooked. 


LEON J. MENVILLE, M. D. 


The Normal Diet: A Simple Statement of the 
Fundamental Principles of Diet for the 
Mutual Use of Physicians and Patients: By 
W. D. Sansum, M. S., M..D. Illustrated. 
St. Louis. C. V. Mosby Co. 19265. 


Doctor Sansum has prepared an excellent little 
manual that is correctly described in the sub- 
title. It is the outgrowth of lectures delivered 
by him to patients suffering from various nutri- 
tional disorders. There are many manuals de- 
scribing the diets indicated in diseased conditions 
but this one is a simple statement of the funda- 
mental principles underlying a normal diet that, 
if followed, would prevent many minor and some 
more serious ailments. 


FRANCIS D. Munson, M. D. 


Disease of the Ear, Nose and Throat: By Harold 
Hays, M. A., M. D., F. A. C. S. Philadelphia, 
F, A. Davis Co. 1925. 


A most excellent volume written especially for 
the Student and the General Medical Practitioner. 

For the one who would do exact work, it is 
simple and for the one who would round out his 
Medical Education, it is comprehensive and up 
to date. 


Book Reviews. 


The first 485 pages devoted to the Ear, the 
remaining 440 pages to the Nose and Throat are 
written in a masterly way giving much evidence 
of original research. 


The illustrations are clear cut and well selected. 
W. Marvyn JOHNSON, M. D. 


Massage and Therapeutic Exercise: By Mary Mc- 
Millan. Second Edition, Reset. Philadelphia 
and London. W. B. Saunders Co. 1925. 
The first edition of Miss McMillan’s excellent 


little manual was based largely on war experi- 
ence and physical reconstruction work resulting 


from war injuries; the new edition conforms to 
the needs of civil practice such as is in vogue in 
large city hospitals and industrial accident clinics. 
The treatment of recent fractures has been re- 
written and a number of drawings of modern 
apparatus have been added, both for fractures 
and different kinds of therapeutic exercise. An 
outline of the principles as well as the application 
of massage is embodied in the text, making it a 
very useful hand-book for training schools for 
nurses as well as a handy reference book for the 
busy practitioner. 


FrRANcIs D. Munson, M. D. 


The Therapy of Puerperal Fever: By Robert 
Koehler, M. D. American edition prepared by 
Hugo Ehrenfest, M. D., F. A. C. S. Illus. St. 
Louis. C. V. Mosby Co. 1925. 


This monograph of some 250 pages thoroughly 
embraces the various surgical and medical meas- 


ures for the treatment of puerperal fever. In it 
the writer displays a vast knowledge and clear 
reasoning, based on a wide experience and large 
acquaintance with medical literature on the sub- 
ject. The introductory chapters deal with the 
very important factors of prophylaxis and asep- 
sis. In the following chapters he treat systemati- 
cally with the surgical therapy by hysterectomy 
and litigation of veins, going into detail and 
proving the futility in most instances of such 
surgical interference, particularly as there is no 
way by which one may guage definite indication 
for interference, especially with reference to in- 
fected thrombi in some veins to be extirpated 
when such thrombi may also exist in other re- 
mote veins. 


In the chapters discussing the various medicinai 
agents: bichloride, magnesium sulphate, formal- 
dehyde, colloid metals and further in the chapter 
of chemiotherapy, treating with anilin dyes, 
various foreign proteins, vaccinotherapy, the au- 
thor proves sound reasons pro and con the thera- 
peutic value of these various agents, illustrating 
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with case histories and concluding that his ex- 
perience does not coincide with that of those re- 
porting such dramatically good results. 


After reading this valuable addition to medi- 
cal literature, one is inclined to deduce that in 
spite of what is done or not done in the instances 
where cures result, the resistance of the individual 
has played an important role. 


The monograph ends with a voluminous biblio- 
graphic list. 
ADOLPH Jacoss, M. D. 


By Carrol Fox, 
P. Blak- 


Insects and Diseases of Man: 
M. D. Illustrations. Philadelphia. 
iston’s Son & Co. 1925. 


Surgeon Fox has prepared a concise and well 
written book on a subject that is of tremendous 
importance to the medical profession of the Gulf 
States. This is a thoroughly practical work on 
medical entomology, and is intended for the field 
health officer, physicians, entomologists and 
others whose work has to do with the disease- 
bearing insects. 


The first part deals with the classification, 
identification, anatomy, life history, general con- 
siderations, key to sub-families, etc., together 
with a chapter on Araachnida and Rodents and 
notes on technique, which latter will be of gen- 
uine benefit to the isolated health officer or 
practitioner. 


Part II discusses the diseases carried by 
Arthropods among human beings. Under each 
disease is given the causative agent, source of in- 
fection, mode of transmission, period of commu- 
nicability, epidemiology, recognition of the dis- 
ease, prevention and control, treatment of car- 
riers, prophylaxis and all practical points includ- 
ing the smaller details, such as the articles re- 
quired, detailed instructions in the preparation 
of material, and the investigations to be made 
by the field workers. 


The author has had a varied experience in pre- 
ventive medicine and he has written a manual 
that is thoroughly practical as well as authori- 
tative. 

Francis M. Munson, M. D. 


The Faith, the Falsity, the Failure of Christian 
Science: By Woodbridge Riley, Ph. D., Fred- 
erick W. Peabody, LL.B., and Charles E. 
Humiston, M. D., Se.D. New York, Fleming 
H. Revell Co. 1925. 


This work is divided into three parts, the first 
by a psychologist, the second by a member of the 
Massachusetts Bar, the third by a Professor of 
Surgery, University of Illinois. It is a most 
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profound study of the origin and doctrines of 


Christian Science. There is no trace of an ap- 


peal to the public—rather is this book written 


for the student of abnormal psychology and dis- 
torted metaphysics. 


Mrs. Eddy’s early life and training are re- 
viewed in detail, and the various influences which 
were to have so profound an effect in her career 
are carefully analyzed. If the reader needs any 
proof that Christian Science is far from being a 
new tenet, he may find it in this volume. Every 
inconsistency of utterance, every instance of 
gross commercialism on the part of the founder 
of this cult of the neurotic, is outlined with the 
utmost clarity. 


The first named author undertakes a psych- 
analysis of Mrs. Eddy. The accuracy of the re- 
sults to be obtained by psychanalysis of this sort 
is always more or less open to question, but it 
makes most interesting reading. It is a matter 
of regret to the reviewer, that this book will ap- 
peal in its style and content, only to those who 
need not be convinced that Christian Science is 
a false doctrine,—the rank and file, who deserve 
protection from the unscrupulous will neither 
read it nor understand the scepticism of the 
medical profession. 

E. A. FICKLEN, M. D. 


Intravenous Therapy, Its Application in _ the 
Modern Practice of Medicine: By Walton 
Forest Dutton, M. D. Illustrated. Second re- 
vised and enlarged edition. Philadelphia. 


F, A. Davis Company. 1925. 


The publication within a year of a second 
edition of Doctor Dutton’s book is an index of 
its popularity and merit. The book is thorough, 
complete and authoritative in every sense of the 
word. Part I discusses the general technic of 
intravenous therapy and describes the various 
procedures with pains-taking detail. Part II 
treats of intravenous medication as applied to 
various diseases. It is an excellent work on a 
most important phase of modern medicine. 


FRANCIS M. Munson, M. D. 


PUBLICATIONS RECEIVED. 


P. Blakiston’s Son & Company, Philadelphia: 
“Potter’s Compend of Materia Medica Therapeu- 


tics,” by A. D. Bush, B. S., M. D. “Mouth, 
Throat, Nose, Ear, and Eye,” by Thomas H. 
Odeneal, M. D. “Headache,” by Dr. Thomas F. 
Reilly. 


F. A. Davis Company, Philadelphia: ‘Ears 
and the Man,” by Annetta W. Peck, Estelle E. 
Samuelson, and Ann Lehman. 
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Paul B. Hoeber, Inc., New York: “Chronic 
Disease,” by E. Bach, M. B., B. S., D. P. H., and 
C. E. Wheeler, M. D., B. S., B. See. 


Richard G. Badger, Boston: “Practical Helps 
in the Study and Treatment of Head Injuries,” 
by Adolph M. Hanson, M. D. 


Lea & Febiger, Philadelphia and New York: 
“Modern Medicine,” edited by Sir William Osler, 
Bart., M. D., F. R. S. Volume II. 


Miscellaneous: “Ophthalmic Neuro-Myology,” 
by G. C. Savage, M. D., LL.D. 


Book Reviews. 


Reprints. 

“Some Cancer Facts and Fallacies,” by Fred. 
L. Hoffman, LL.D. “Radium (Mesothorium) Ne- 
crosis,” by Fred L. Hoffman. ‘The Cancer Prob- 
lem of Canada,” by Fred. L. Hoffman, LL.D. 
“Southern Health and Welfare,” by Fred L. 
Hoffman, LL.D. “On the Causation of Cancer,” 
by Fred L. Hoffman, LL.D. “Cancer and Civiliza- 
tion,” by Fred L. Hoffman, LL.D. 
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Because of its acknowledged leader- 
ship, physicians and engineers who 
have devised improvements in X-ray 
apparatus automatically submit their 
ideas to the Victor organization first. 


If these improvements are incorpo- 
rated in Victor apparatus the roent- 
genologist knows that they meet a 
real want and that they have success- 


Mobile X-Ray Unit 


Apractical, efficient, self-con- | 


G4 tained — = 
¥ both hospital and physicians’ 
SOL as laboratories. Can be moved 
x, conveniently to any part of the 
building. 
ge meee 


”Eminently Practical 


fully withstood the searching clinical 
tests to which all Victor apparatus is 
submitted. 

It has never been the Victor policy to 
adopt a principle or an improvement 
simply because it is new or different. 
There must bea need for it. Thus is to 
be explained the eminently practical 
character of Victor X-ray apparatus. 


VICTOR X-RAY CORPORATION: 2012 Jackson Blvd., Chicago, IIL. 
33 Direct Branches— Not Agencies—Throughout U. S. and Canada 


New Orleans: 826 Baronne Street 





Xr RAY 
Diagnostic and Deep Therapy 
Apparatus. Also manufacturers 

of the Coolidge Tube 












PHYSICAL THERAPY 


Sinusoidal, Galvanic and 
Phototherapy Apparatus 


osticunit. Usedin Fe 







High Frequency, Ultra-Violet, . 








DEATHS AND BIRTHS—PARISHES OF LOUISIANA 
DEATHS, 1925 BIRTHS, 1925 
PARISH Estimated Deaths *No. of Births 
Population Reported Deaths on Percentage of Reported tNumber of Percentage of 
anassumed Deaths reported Births onan Births reported 
basis of on basis assumed basis on a basis of 
15 per 1000 of 15 per 1000 of 25 per 1000 25 per 1000 


547 10% 912 105% 

324 48% 540 73% 

Ascension 332 64% 553 74% 

Assumption 268 82% 447 111% 

Avoyelles 5 539 47% 899 82% 
Beauregard 365 41% 609 
Bienville 242 314 17% 524 
143 338 42% 564 
1,462 132% 2,436 
Calcasieu 394 579 68 %' 966 
Caldwell 87 150 58% 250 
Cameron 5 35 59 60% 98 


Catahoula 89 171 52% 286 
Claiborne 442 737 


Concordia 186 311 
DeSoto 329 454 758 
East Baton Rouge 752 1,253 
East Carroll 168 280 
East Feliciana 287 262 437 
Evangeline 77 370 617 
Franklin 464 773 


216 360 

340 402 671 

Iberville 391 402 670 
Jackson 84 222 371 
, 290 351 585 

183 333 556 

404 480 800 

317 455 758 

82 151 252 

Lincoln 162 254 424 
Livingston 116 183 305 
Madison 81 163 272 
Morehouse 305 294 490 
Natchitoches 471 597 995 
Orleans ¥ 7,945 6,217 10,362 
Ouachita 610 492 821 
Plaquemines 145 152 254 
Pointe Coupee ...... ? 216 370 617 
Rapides , 931 1,018 1,697 
Red River 104 262 286 437 
Richland 271 356 379 593 
Sabine 142 317 347 529 
St. 65 74 137 124 
St. 114 128 292 214 
St. 51 126 94 210 
St. 264 318 i76 530 
St. 170 178 331 297 
St. 702 827 1,378 
St. i 171 329 429 549 
St. 425 461 857 768 
St. 201 324 352 540 
Tangipahoa 302 490 776 818 
Tensas 167 181 187 302 
Terrebonne 321 404 889 674 
Union 174 294 451 490 
Vermilion .............. 323 397 806 663 
194 333 482 556 

Washington 279 407 594 678 
<a see i 205 417 565 695 
West Baton Rouge 128 166 %' 207 277 
West Carroll .......... 42 154 212 258 
West Feliciana 115 184 161 307 
. 112 241 46% 305 402 











1,879,024 24,892 28,185 88%’ 41,902 46,975 
N. B.—Delayed reports up to March 10, 1925, included. 
*In measuring the completeness of death reports the Census Bureau assumes ‘a rate of 15 deaths per 1,000 popula- 
tion as a basis for comparison. 





